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On the 22d of May, 1890, I was summoned to the Presbyterian 
Hospital of Chicago, for the purpose of examining a patient from Iowa, 
whose history, as given in writing by her physician at home, was as 
follows : 


M. C., unmarried, forty-four years of age, and still regularly menstru- 
ating, has been supporting herself by work as a milliner. Both parents, 
a brother, and a sister are living and in health. There is no record of 
disease in the family history. Some ten or twelve years ago the patient 
had an obscure affection of the abdomen which was then described as a 
“ pelvic abscess,” though the fact cannot be established from the state- 
ments made on this point. She enjoyed good health from that time up 
to the date of the outset of the present malady. 

In December, 1889, she began to experience a sensation of numbness 
and pain along the inner side of the right arm. In a brief time this 
passed away, but later recurred with aggravated severity and accom- 
panied by slight oedema of the same member. A second time these 
symptoms disappeared, but only to recur in April. At this date the 
right arm became so cedematous that it was deemed wise to puncture the 
skin in several places in order to permit escape of serum. At about the 
same time it was first noticed that the surface of the right mammary 
region was the seat of numerous small discrete nodules, destitute of 
redness and tenderness, which rapidly multiplied and became centres 
from which spread an erythematous x lie Eventually, but gradually, 
the integument of the front of the thorax became more and more 
extensively involved in the same way, the nodules seeming finally to 
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lose themselves in the thickness of the smooth, firm, discolored skin. 
The tissues overlying both breasts were speedily involved, and the 
thyroid gland became to a marked degree larger on the right side than 
on the left, while both tonsils and the right submaxillary gland became 
more voluminous than before. For three months the disease was limited 
to the right side of the thorax above the waist. In March a cardiac 
murmur became audible. The pulse was at first greatly accelerated, 
but during the last month it was registered at between 120 and 170 
beats to the minute. The temperature has varied from 99.5° to 101° F. 
Anemia has progressively declared itself; there has been also some 
dyspnea and occasional vomiting of dark-brown, and even at times of 
blackish, matters. There has been decided difficulty in deglutition, 
though the — has not been very greatly impaired. Emaciation 
has progressed in proportion to the ondlen of the disease. 


It should be explained with reference to the notes given above, that 
the physicians who had consulted together respecting the diagnosis of 
the malady, being unable to determine its exact nature, were led to 
suspect that it might be a case of Hodgkin’s disease, and were hence 
tempted to ascribe undue importance to some of its secondary, as dis- 
tinguished from its primary features. 


Further details of the case were given in a letter written by a sister, 
dated May 5th of the same year, from which it appeared that the patient 
had been suffering, on the Ist of January, 1890, from the epidemic dis- 
order then prevalent and popularly known as “ la grippe.” Her pains 
were at that time described as “agonizing,” and experienced in all por- 
tions of the body. Bright-red “spots” simultaneously appeared over 
the neck and breast. These “spots” developed into “lumps,” pea- to 
large nut-sized, spreading over the breasts to the waist and over the 
right side of the neck and shoulder, accompanied by burning sensations 
in the parts affected. In the course of two weeks, these bright-red and 
somewhat glossy spots seemed very hard and had the look of a skin that 
has been bruised. 


The following conditions were recognized on careful physical ex- 
amination : 


The patient was seated on her bed, dreading to assume the recumbent 
ure on account of an urgent dyspnea. The temperature was 
registered at 100° F.; the pulse at 120 per minute ; respirations labored, 
and thirty to the minute. Intelligence was unimpaired. There was no 
cardiac murmur. Auscultation of the lungs revealed the symptoms 
chiefly of embarrassed respiration due to compression of the chest-walls, 
and the consequences of this in bronchial engorgement and slight mucous 
catarrh. There was dysphagia due in part to the causes already men- 
tioned, to slight fulness of the right side of the thyroid gland, and to 
obstruction of the circulation in the large vessels of the neck and about 
the throat. The general surface of the unaffected skin was pallid. 
Nutrition was impaired, but without excessive emaciation. 
The surface affected with disease extended irregularly from the clavi- 
cles above to the waist below, anteriorly ; and over the right shoulder 
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to the right infra-scapular region, posteriorly. The skin of the regions 
thus defined was in general transformed into a tissue as dense and 
inelastic as sole-leather, decidedly suggesting the hide-bound conditions 
of scleroderma. Here and there over the involved area, more thickly 
disposed above and upon the mammary glands, but also sparsely else- 
where, were firm, glossy, shot- to pea-sized, isolated, and reddish nodules 
set in the leathery skin, the larger well projected from its surface. Some 
of these had a varnished look ; none exhibited the slightest evidence of 
degeneration, ulceration, or any process of involution ; nor was there in 
any part trace of blood, pus, scales, molluscoid bodies, or points where a 
softish material could be expressed from the lesions. There was a single, 
dark-colored crust over the left nipple, which organ seemed also some- 
what shrunken. This last condition was the result of a superficial non- 
ulcerative form of dermatitis, apparently due to the tension at this point 
of the over-stretched integument. 

There was no tumor of either mammary gland. The process was 
evidently one whose chief activity was displayed in the skin and sub- 
cutaneous tissues. As a result, the breasts, of the size usually found in 
the virgin state, were firmly and immovably fastened to the chest-wall 
by the unyielding cuirass with which they were encompassed. The hue 
of this latter, apart from that of the nodules set in it, was a dull and 
dusky brownish-red, irregularly variegated by areas of a brighter 
reddish-brown, suggesting the hues of some forms of passive erythema. _ 
These areas—some indefinitely, others distinctly outlined—were irregu- 
larly distributed over the involved regions, being always more distinct 
and vivid where the morbid process in the skin was rapidly advancing. 
Were it not for the fact that at every point this erythematous blus 
stretched from an area of the densely infiltrated and even sclerotic skin, 
and furthermore did not disappear under pressure, one might have con- 
cluded that it represented merely a transitory cutaneous hyperemia. 
Over some parts of the skin of the chest in front, but more particularly 
behind, these outlying erythematous borders occurred in languettes or 
tongue-like prolongations several inches in width, each of which without 
question represented the line of relatively rapid advance of the morbid 
process into previously uninvaded territory. These tongue-shaped fron- 
tiers, were rarely the seat of the dense, reddish, glossy tubercles recognized 
in the regions of older invasion, where such bodies were to be seen of 
larger size, in greater profusion, and in closer aggregation. Briefly, in 
all of the regions of earliest invasion, the characteristic nodules were 
seated upon a surface exhibiting the highest grade of sclerosis and tinted 
in the dullest shades of color. And, per contra, none of the vividly 
reddened patches had the cartilaginous density of the skin, for example, 
binding the breasts to the chest-wall. Below the two mammary regions, 
the dull-red, infiltrated, and leathery integument became gradually lost 
in the soft and flexible skin below the level of the umbilicus. 

The right arm of the patient was oedematous, in circumference below 
the elbow, at different points several inches more than its fellow. Be- 
tween the coracoid process of the right clavicle and the head of the 
corresponding humerus was a softish, globular, and movable tumor as 
large as a hen’s egg, covered with an unaltered integument. It was 
thought to be an enlarged gland. The tonsils and thyroid gland, as 
explained above, with the post-cervical ganglia, were enlarged. There 
was no inguinal adenopathy. 
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Briefly the objective symptoms were: 1. Evidences of a relatively 
inactive process, which had resulted in transforming the skin, chiefly of 
the anterior surface of the thorax, into a dense, inelastic tissue, firmly 
binding the breasts to the chest-wall. 2. Evidences of a relatively 
active process, whereby the disease was encroaching upon the sound 
skin, particularly over the dorsal region of the chest. 3. Evidences of 
obstruction of the vascular channels, productive of the brachial edema 
and probably also explaining the difficulty in deglutition, respiration, 


Fie. 1. 


“Cancer en cuirasse.” (From a painting in oil of one of the author’s patients.) 


ingestion of liquids and food, and retention of ingested substances. The 
patient was evidently in a hopeless condition. Excision of some of the 
typical nodules over the right breast was performed, and the resulting 
wound dressed antiseptically. The macroscopic appearances were repro- 
duced as faithfully as possible in an oil-painting, which, viewing the 
condition of the patient, was necessarily made under unfavorable cir- 
cumstances. The friends of the unfortunate woman, on learning the 
conclusions reached after the examination, at once removed her to her 
home. 


After returning to Iowa, her sister wrote that it gradually became 
more difficult for the patient to use her tongue and to expand the chest. 
An erythematous blush soon appeared over the sacrum, assumed by her 
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hysician to result from decubitus; the pulse continued at about 120 
0 to the minute. Death resulted, as he declared, from heart- 
failure, and without a struggle, at 6.30 a.m., June 9, 1890. The 
wound left after excision of the nodules was found in an aseptic 
condition, and was granulating. No post-mortem examination was 
permitted. 


The accompanying figure illustrates well the appearances under the 
microscope of stained sections of the excised nodules. The drawings for 


Showing the microscopical appearances on section of a cancerous nodule. 


these were skilfully executed for the author by Dr. Eugene Hodenpyl, 
assistant in pathology in the Laboratory of the Alumni Association of 
the College of Physicians and Surgeons, New York. It is here seen 
that there are no specially abnormal features of the epidermis covering 
the nodule, while the morbid tissue is made up of dense fibrous tra- 
beculz, relatively non-vascular, irregularly woven into larger and 
smaller reticulated spaces or alveoli. These are filled with polyhedral 
or irregularly shaped epithelial cells. The latter completely occupy 
the alveoli, and evidently did not originate as offshoots from the rete 
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dipping down into the corium, but sprang from the embryonal epithelial 
masses found in the lymph-spaces beneath. 

The result of examination of these sections corresponds to the observa- 
tions made by Cornil after the histological examination of one of Bes- 
nier’s cases of primary cancer en cuirasse ; in this latter the connective- 
tissue fibres were separated by numerous large cells of epithelial type, here 
and there intermingled with fatty lobules, where there was evidence of 
a cancerous change in a brilliant “ nucleolation” of the nucleus of some 
of the protoplasmic cells. Cornil adds that he had seen many cases of 
the sort, where the skin was apparently thickened as a result of chronic 
inflammation merely, but where a cancerous change was actually in 
progress. 


A patient illustrating a somewhat different phase of this same malady 
presented herself for treatment on November 6, 1891. She was of Scan- 
dinavian nationality, and in consequence of ignorance of the English 
language was compelled to make known her history by the medium of 
an interpreter. She had brought three children into the world, had had 
no miscarriages, and, being then sixty years of age, had passed the cli- 
macteric in her fifty-second year. Her father, mother, and one sister 
had died at mature years; one sister was living in her seventy-fourth 

ear and in good health. She gave a history of general good health; 
on functions being normal, though the tongue was slightly coated, and 
at the time of examination the alvine evacuations were loose. She stated 
that at times she had suffered from “ rheumatic” pains in the right arm, 
not of a severe grade. There was—as recognized on examination—a 
moderate deposit of urates in the urine. Her weight was 170 pounds. 

There had been pricking and stinging sensations in the left breast for 
nearly one year; but she thought the visible lesions over the mammary 
region had existed for but one month. Since their appearance she had 
noticed in all parts of the body chilly and hot sensations. 

When examined, she was seen to be a well-nourished and well-devel- 
oped woman, with no external evidences of disease save in the left mam- 
mary region. The breast was voluminous and dense, but not attached 
to the thoracic wall. The entire gland was evidently involved in a 
process which had resulted in its transformation into a dense, inelastic 
and irregularly enlarged mass. There was no axillary adenopathy. 
The nipple was involved in the disease affecting the skin of the mam- 
mary region, but was not retracted. Careful examination of the gland 
was rendered extremely difficult by reason of this cutaneous change. 

The integument covering the breast, and to a slight extent extending 
above the latter toward the left clavicle, was converted into a tissue as 
dense as that of the sclerodermatous skin, resembling in its thickness and 
feeling, sole-leather. Here and there were irregularly disposed tubercles 
and nodules, discrete for the most part, shining, glazed, of a reddish-brown 
tint, split-pea to small nut-sized, and not apparently tender to the touch. 
There was no trace of suppuration, scaling, or discharge; and no crust- 
ing save at one portion of the surface. On the outer face of the breast 
was a riband of denser infiltration and dull redness, a finger’s breadth 
in width and between four and five centimetres in length, its general 
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direction vertical to the axis of the body. Here was a light, dull- 
brownish crust, evidently due rather to degeneration of tissue than to 
desiccation of a discharge. Subsequent observation of the patient made 
it clear that this was the seat of a very active retrograde metamorphosis, 
the tissues day after day in this region seeming to melt down into de- 
struction as by the searing with a caustic ie than by the slower 
processes of ulceration and discharge. In this respect, the process was 
quite like that observed in the nipple of the patient whose case is de- 
scribed above. The integument, which was the seat of the infiltration 
in the present case, was here and there—where not the seat of nodules 
or tubercles—discolored in dull-red blotches, but exhibited no tongue- 
like prolongations of advancing disease as heretofore described. Below 
the mammary region the skin was normal, and there was no extension 
of the disease above the line of the clavicle over the left shoulder. The 
condition of the left mammary region at this date was carefully repre- 
sented in an oil painting. 

This patient was subsequently brought to my clinic at the college, 
where she was examined also by my colleague, Professor Nicholas Senn, 
who concurred with me in the diagnosis of disseminated lenticular cancer 
(cancer en cuirasse), and the impossibility of securing relief by operative 
procedure. During the few weeks that followed, the condition of the 
unfortunate woman grew more pitiable daily, her strength becoming 
rapidly exhausted by the extension of the disease over the surface of the 
skin, and by the pain, which rapidly increased to a point where it became 
the most conspicuous feature of her malady. After fully realizing the 
hopeless character of her case, she was removed by her friends to a 
= her rapidly approaching end might be made as painless as 
possible. 


In this case, as contrasted with that previously described, it seemed 
probable that the cancerous affection of the breast had existed for some 
time —whether or not recognized by the patient it was, in consequence 
of her ignorance, difficult to determine—and that the cutaneous disorder 
developed as a consequence of, or at least later than, the glandular 
affection. 


The clinical and pathological facts set forth above furnish an instruc- 
tive illustration of disseminated lenticular cancer of the skin, of the 
grave type nowhere better portrayed than by Velpeau in his chapter 
entitled “Cancer en Cuirasse.” It is a form of scirrhous cancer cer- 
tainly not often encountered even in a large hospital experience. The 
late Dr. Gross, of Philadelphia, held that this variety of carcinoma was 
met with once in every fifty-one cases of cancer of the breast; but this 
statement surely must have related to certain forms of scirrhus of the 
female breast, since lenticular cancer of the envelopes of the breast is 
of much greater rarity than these figures would imply. This is sug- 
gested by the relatively scanty literature of the theme, a somewhat care- 
ful survey of the field disclosing merely the titles appended in a brief 
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bibliography, some of the cases included being of a doubtful sort—at 
least not illustrative of typical disseminated lenticular cancer of the 
skin, but rather of cancerous involvement of the skin extending from 
carcinomatous points in or about the mamma. Several of the authors 
named, it should be added, merely reproduce the classical statements of 
Velpeau respecting the disease, and do not claim to have had personal 
observation of the malady. 

Surveying comprehensively the fairly admissible cases collected in 
this small group, we find that on almost every essential point the ob- 
servations of authors are in accord with those first made by the eminent 
French writer whose name is well-nigh inseparably connected with the 
disease. The cancer en cuirasse affects both sexes—women in vast pre- 
ponderance, and the unmarried as well as those who have been mothers 
of one or more children. The lesions are either single, but two or three 
in number, or multiple over large areas ; and, in the latter event, either 
numerous when first observed or spreading from an infective point by 
peripheral extension. The lesions vary in size from small shot to beans, 
and even large nuts, and are described as nodules, “ plates,” tubercles, 
or tumors. They are usually smooth and dense as marbles, but may 
be softish, even fluctuating. Commonly flat-topped, they are occasion- 
ally acuminate, crateriform, and yet more rarely become the seat of 
“ fungating ” processes. 

They may be absolutely painless, or the seat of lancinating pains. 
In color they are yellowish, reddish, reddish-brown, copper-colored, 
purplish, marbleized, mottled, and either bloodless in hue or well vas- 
cularized. They have been described as possessing a “ stencilled”’ look. 
Velpeau, indeed, calls attention to the importance of early recognizing 
the disease on the skin of a woman’s chest, even when there is scarcely 
any complaint of disorder in this region, when one can detect a yellow- 
ish-red marbling of the surface or disseminated grayish points or plaques 
over the scarcely involved skin. The developed lesions may suggest to 
the eye of an observer molluscoid bodies, the tumors of keloid, “ sago- 
grains imbedded in the skin,” or merely an integument looking like 
tanned leather. 

The degree of involvement of the skin varies from the mildest cases, 
where but a few cancerous points are observed, to the extreme instances 
where the integument of the chest is so widely involved as to lead the 
French master to compare it with the metal breastplate of a cuirassier, 
extending from the clavicles to the navel in front, and from the neck to 
the buttocks behind. In the severest cases described by Velpeau (and 
the cases here related certainly belong to the same class) there was great 
complaint of a sense of constriction of the chest-wall, even when the 
zone of involvement did not completely gird the thorax. The sensa- 
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tions, beside those of constriction and pain, are usually of burning, of 
heat, and more rarely of pruritus. There is insomnia, dyspnea, diffi- 
culty in assuming the supine position, anxiety, and swelling of one or 
both arms until these members are two and even three times their normal 
size. The disease may occur as a sudden aggravation of a chronic car- 
cinomatous involvement of either the skin of the mammary region or 
of one or both breasts, and may be slowly or rapidly followed by fatal 
consequences. Death in some of the cases has been preceded by ex- 
quisite anguish in consequence of suffucative complications. In a very 
few instances complete involution has resulted by atrophy. 

In all well-marked cases of the disease the integument covering one 
or both breasts and the adjacent skin is converted into an exceedingly 
dense, leathery, and inextensible tissue, strongly resembling the similar 
condition found in diffuse scleroderma of the skin of the chest. The 
latter is, however, distinguished with tolerable readiness from the former 
by the existence of the cancerous nodules in scirrhus, and the absence 
there of the shrivelled, scaly, and often uncolored condition of the hide- 
bound skin. The outlines of the “cuirass” also in the cancerous con- 
ditions are commonly well defined, while there is an indefinite contour 
to the similar conditions of scleroderma, that is, when the latter is in 
large diffuse areas and is not strictly circumscribed. Lastly, the rela- 
tive rapidity of development of the cancerous growth as distinguished 
from both scleroderma and tuberculosis or lupus vulgaris is highly 
suggestive. 

The tumefaction of the soft parts of the upper extremity, one and 
both, but usually of one side only and that the side of greater involve- 
ment of the breast surface, is an almost constant symptom of the disease, 
and should always excite suspicion when simultaneously a firm mottling 
or marbling of the skin is detected. In one of the cases here recorded 
it was noticed among the earliest symptoms of the disease. The swell- 
ing is usually more marked in the forearm than in the upper arm, and 
was a distressing feature of not only the case under consideration, but that 
of a patient with similar, less typical symptoms under my observation two 
years ago. It is described by Velpeau and others who have followed his 
lucid accounts of the disease; and is well shown in the admirable por- 
trait accompanying Morrow’s description of a classical case, a colored 
photograph of the same having been kindly sent me by the author for 
the purpose of minutely comparing its features with those of the patient 
shown in the accompanying figure. I believe it to be true that this 
tumefaction of the arm is not wholly due to the inextensibility of the 
cutaneous covering of the chest, but in large part to obstruction of 
the intra-thoracic vascular channels. These special features forcibly 
recall the expression employed by Billroth in describing such cases, 
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viz., that “the spread of the disease is like that of chronic lymph- 
angitis.” 

Among the cases here collated, that reported above seems to be unique 
in an unusually rapid career. One is inclined, indeed, to believe, in 
glancing over the record given, that an insidious involvement of the 
skin had progressed unnoticed for some months before the attention of 
the patient, or at least her friends, was directed to the mischief at work. 
In this particular it resembles one of the histories recorded by Velpeau, 
in which a fatal termination occurred in a twelvemonth. In this, as 
distinguished from other forms of cancer, one cannot fail to recognize 
the fact that the obstructive complications of the disease, furnishing a 
serious impediment to the circulation of the vital fluids in the body, 
open a wide door to the ingress of accident. The very grave prognosis 
which one naturally formulates, after observation and study of the 
severer forms of this affection, is offset by the statements of a few writers 
like Satterthwaite, of New York, who apply the title cancer en cui- 
rasse to certain less grave symptoms of scirrhus—whether of the breast 
or of the skin covering the breast cannot, perhaps, be in all cases deter- 
mined. Certain it is, however, that whether as a primary or secondary 
occurrence (and the relative frequency of the two cannot, with the data 
at hand, be established), the danger in most cases is great, and the possi- 
bility of a more or less speedily fatal issue not to be disregarded. 
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A NEW METHOD OF INTESTINAL SURGERY. 
By H. WIDENHAM MAUNSELL, M.D., T.C.D., 


LECTURER ON SURGERY, OTAGO UNIVERSITY, NEW ZEALAND. 


Tue following method of intestinal surgery was devised by me ten 
years ago. 

At that time intestinal resection was in its infancy and surgeons had 
hardly begun to “feel for daylight” in this department of abdominal 
surgery. During the last few years the journals have teemed with 
discussion on this very important branch of conservative surgery. 


OPERATION. 


With thorough aseptic precautions make an incision in the median 
line of the abdomen, sufficiently long (exventration, if necessary) to 
enable you to thoroughly search the abdomen for the wounded or 
diseased portion of the gut. 

Having found the part to be excised, bring it outside the abdomen 
with four to six inches of healthy gut on either side. Empty it of its 
contents by gently squeezing it between the fingers and thumb. Clamp 
the empty gut in two places from four to six inches above and below 
the portion to be excised. Pack well around with warm, large, flat 
aseptic sponges. _ 

LATERAL LAPAROTOMY should be performed in all operations on the 
appendix vermiformis, cecum, or any part of the colon. Make an inci- 
sion over the diseased or injured structure. 

New clamp for bowel. Place a small flat sponge across the intestine, 
about four or six inches from the part to be excised, transfix the 
sponge and the mesentery close to the gut with a strong safety-pin. 
Pass the pin again through the sponge on the other side of the gut and 
clamp the pin, or better still, have two clamps prepared for immediate 
use with the sponges sewn firmly to the arched portion of the safety- 
pins. The sponge should be sufficiently large to compress the intestine 
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against the pin, so as to effectually prevent extravasation of the con- 
tents. 

The advantages are its extreme simplicity, its easy applicability, its 
innoxiousness, and its efficiency. The pressure can be regulated by the 
size of the sponge. 

Neuber recommends a narrow elastic band to be passed through a 
small opening made in the mesentery, close to the intestine, at a suitable 
distance from each end of the piece of intestine to be removed, and tied 
around the gut to prevent the passage of feces and flatus. I have tried 
this method and found that the bowel may be injured by the ligature, 
no matter what care may be taken in applying it. 

Sir William MacCormac, who wrote a paper on “ Intra-peritoneal 
Injury ” for the Lancet, May 7, 1887, says he has abandoned all arti- 
ficial clamps and relies alone on the pressure of the fingers and thumbs 
of his assistants. 

I believe an artificial clamp to be always necessary. An assistant’s 
hands are often in the way and may relax long before the completion of 
a long operation. 


SUTURE OF THE INTESTINE. 


A wound in the longitudinal axis of the bowel may be easily sewn 
up with a continuous suture of chromicized catgut, fine silk, or carefully 
selected horsehair passed through the peritoneal and muscular coats. 

A transverse section of the intestine should never be sewn up with a 
continuous suture, for the following reasons : 

1. The diameter of the intestine is always varying. 

2. As the stitches never cut out simultaneously, they would form 
loops inside the intestine, which would be liable to catch or be dragged, 
or torn out by the onward movement of the contents of the bowel. 

3. A continuous suture might cause gangrene of the inverted circular 
margin of the cut ends of the bowel by uninterrupted strangulation of 
its coats. 

The simple co-adaptation of peritoneal surfaces will not secure their 
firm adhesion by plastic lymph, but the irritation of the circumferential 
line of sutures causes a band of organizable plastic peritonitis which 
assures their ultimate permanent union. 

Circular enterorrhaphy is a poser which requires some solving. 

When the entire circumference of the gut is involved in the wound, 
the bowel must be invaginated so as to bring the encircling peritoneal 
surfaces into accurate juxtaposition all around, and suture them in that 
position. 

How is this to be accomplished ? 

When Nature performs enterectomy successfully, she invaginates the 
upper portion of the intestine into the lower, and when the peritoneal 
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surfaces around the neck of the invagination have united by adhesive 
inflammation, the intussusceptum or invaginated bowel sloughs off with 
impunity. 

Several cases are recorded where five or six feet of the ileum have 
sloughed off in this way, and a case is recorded where a patient lived 
seven months after the successful excision by Nature of the cecum, 
vermiform appendix, and six or seven feet of the ileum. Let us copy 
Nature as closely as possible when excising a diseased, gangrenous, or 
injured portion of the gut. 

Apply torsion or ligature to the arteries separately as they are 
divided ; this is to be preferred to tying the mesentery in sections with 
fine silk. 

I will now, by a series of diagrams, endeavor to demonstrate the dif- 
ferent stages and applications of this operation. 


Dracram 1. 


Jejuno-ileostomy or ileo-ileostomy. 
A. Cancerous, gangrenous, or injured portion of the intestine. B, B. Sponges with 
safety-pins clamping the empty bowel four or five inches on either side of the diseased 
or injured structure. C,C. Mesentery. 


Having cut off the cancerous, gangrenous, or injured portion of the 
intestine, bring together both ends of the bowel with two temporary 
sutures passed through all the coats of the intestine. The long ends of 
these sutures are left intact. One is placed at the mesenteric attach- 
ment of the gut and the other (exactly opposite) at the most distant 
portion of the bowel from the mesentery. 

These temporary sutures are very important. They secure the com- 
plete peritoneal covering of the mesenteric attachment of both segments 
of the gut, help to maintain the proper relative position and accu- 
rate co-adaptation of the two cut ends, and facilitate their subsequent 
invagination through the opening made in the larger segment of gut. 

Where enterectomy is performed for gangrene or injury, the lower 
or distal segment of the bowel is generally the largest; but where the 
operation is performed for stricture, cancer, or tumor pressing on or con- 
stricting the lumen of the gut, the upper or proximal portion is often 
much larger than the lower. 

If you examine the gut in a living animal you will find that the 
bloodvessels pass into it from the mesenteric attachment. These divide 
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and subdivide until they are lost in an invisible anastomosis in that 
portion of the intestine more distant from the mesentery. 

I propose to make an opening here in the larger segment of the gut, 
through which the invaginated ends of the divided bowel may be dragged 
by the long ends of the temporary sutures, and when they are accurately 
sewn together all around they may be pulled back into their normal 
position. 


Diagram 2. 


A. Longitudinal section (about an inch and a half long) with tenotomy knife, of 
that portion of the larger segment of gut which is opposite to its mesenteric attach- 
ment. This opening should be made about an inch from the severed end of the larger 
segment of bowel; its length depends on the size of the gut to be invaginated. In per- 
forming this part of the operation, pinch up the coats of the intestine between the 
finger and thumb and divide with a tenotomy knife or pair of scissors. 


Diacram 3. 
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Longitudinal section of gut, showing—A, A. Peritoneal coat. B,B. Muscular coat. 
C,C. Mucous coat. D,D. Temporary sutures passed into the bowel and out through 
the longitudinal slit made in larger segment of gut. F. Mesentery. 


The edges of the longitudinal slit made in the bowel, which begins 
about an inch from its transverse section, should be well turned in and 
brought together with a continuous suture passed through the peritoneal 
and muscular coats only. It is a well-ascertained fact that a slight 
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longitudinal contraction of the lumen of the bowel does not interfere 
with its physiological functions. 

By this simple device, the perfect union by suture of a complete 
transverse section of the bowel, with its circumferential peritoneal sur- 
faces in exact position and all the knots of the sutures on the inside, can 
be accomplished. 


DiaGram 4. 


(7) 


SSO 


yy 


yy 
\\ N 


\ 


4 


\\ 


Longitudinal section of intestine, showing the relative position of the different 
layers of the bowel, invaginated at the longitudinal slit. 


Diagram 5. 


Invaginated gut, showing the two peritoneal surfaces in juxtaposition all around. 


A. Needle passed through both sides of the bowel, including all the coats— 
introducing two sutures with one passage of the needle. 


From diagram 4 it may be seen that the peritoneal surfaces are in 
accurate juxtaposition all around. While an assistant holds the ends 
of the temporary sutures, the surgeon passes a long, fine, straight needle, 
armed with a stout horsehair or very fine silkworm-gut through both 
sides of the bowel, taking a good grip (quarter of an inch) of all the 
the coats. The suture is then hooked up from the centre of the invagi- 
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nated gut, divided, and tied on both sides. In this way twenty sutures 
can be placed rapidly in position with ten passages of the needle. (See 
diagram 5.) The temporary sutures are now cut off short and the 
sutured ends of the bowel painted with Woelfler’s mixture of alcohol, 
glycerin, and colophony, and blown over with iodoform, the same that 
he applies to the surface of the raw stump after removal of the tongue, 
The bowel is then pulled back. The longitudinal slit in the gut is well 
turned in and closed with a continuous suture and painted with Woelf- 
ler’s mixture and iodoform powder. 


Diacram 6. 


Diagram of retracted gut. 


A. Line marking junction of both ends of bowel, the peritoneum well turned in, and 
the sutures and knots all inside the gut, making an almost invisible air- and water- 
tight joint. B. Longitudinal slit in bowel, sewn up with continuous suture. C. 
Sutures in the mesentery ; seldom necessary to put more than one or two. 


In all cases of obstruction from irreducible invagination, where rectal 
hydrogen inflation in the inverted position under chloroform has failed 
to reduce the intussusception, perform laparotomy. Having found the 
intussusception, first try uniform compression of the invaginated por- 
tion and gentle traction of the bowel in the usual way above the neck 
of the intussuscipiens. If this fails, instead of completely excising the 
intussuscipiens with the intussusceptum, as is generally advocated, or 
diverting the invaginated block from the physiological functions of 
digestion and assimilation in the manner so ingeniously devised by 
Professor Senn, of Chicago, proceed to resect the intussusceptum in the 
following manner : 

Gently withdraw the intussusceptum until its neck appears outside the 
slit in the intussuscipiens. Transfix the base with two fine, straight 
needles armed with strong horsehair, chromicized gut, or fine silkworm- 
gut. Now amputate the intussusceptum a quarter of an inch clear of 
the needles so as to leave a fair stump beyond them. Transfixing the 
neck of the intussusceptum previous to its amputation prevents it from 
flying back inside and insures the proper relative position of the different 
layers of the bowel previous to sewing them up. 
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Having amputated the intussusceptum, pass the needles through and 
pick up the suture in the middle of the invaginated bowel, divide it, and 
suture the bowel on both sides ; leave the ends of the four sutures long, 
so as to hold the cut ends of the bowel in position, until it is completely 
sutured up circumferentially. Now cut off the long ends of the sutures, 
apply Woelfler’s mixture, blow over with iodoform, and withdraw the 
bowel. It now only remains to sew up the longitudinal slit with a con- 
tinuous suture. 

Dracram 7. 


Rough diagram showing acute irreducible invagination of the small intestine ; 
longitudinal section. 


Shows strangulation of the intussusceptum at the neck of the intussuscipiens. 
Circumferential peritoneal adhesive inflammation has taken place at this junction, 
causing constriction of the veins, and stasis, edema, and gangrene commencing at the 
tip of the intussusceptum. 


In three-fourths of the cases of intestinal obstructions occurring in 
children, invagination is the cause of the block. Treves says 30 per 
cent. of all cases of intestinal obstruction, exclusive of hernia, are due to 
invagination. 

If there is a decided difference in the lumen of the segments of bowel 
to be united, put three temporary sutures through all the coats of the 
greater and lesser segments of the bowel, leave their ends long, taking 
care to accurately adapt the mesenteric are or segment of the larger 
circle of bowel to the circumference of the smaller, by the first two 
sutures, leaving the third for the free cut end of the larger bowel most 
distant from its mesentery. 

Invaginate the lesser into the larger segment and draw them out with 
the long sutures through a longitudinal slit made in the convexity of 
the larger bowel, one inch from its cut end. 

When there is great disparity in the lumen of the two ends of the 
bowel, it is advisable to remove a small V-shaped portion from the con- 
vexity of the larger and round it off by suturing. 


\ 


252 MAUNSELL, METHOD OF INTESTINAL SURGERY. 


Now cut the sutures short and withdraw the nia cine and suture 
up the longitudinal slit in the usual manner. 

GasTRO-PYLORECTOMY.—If the disease is confined to a very small 
portion of the pyloric end of the stomach, it may be excised completely 
as indicated in diagram 8. 


DiaGram 8. 


A, A, A. Temporary sutures, with ends intact, uniting cut surfaces of stomach and 
pylorus. B. Longitudinal slit in stomach, made by pinching up its coats between the 
finger and thumb, and transfixing with a tenotomy knife. Through this opening the 
invaginated cut ends of the pylorus and stomach are passed, when they can be sewn 
up from the inside, and then retracted to their normal position ; the longitudinal slit 
being sewn up with a continuous suture. 


On account of the normal semi-fixed condition of the greater portion 
of the duodenum, the application of this operation is limited to cases 
where there is only a small amount of disease confined to the pyloric 
end of the stomach. 

When there is extensive disease of the pyloric end of the stomach and 
the upper portion of the duodenum, it may be deemed prudent for many 
reasons not to attempt the removal of the mass. 

Under these conditions gastro-jejunostomy or gastro-intestinal anasto- 
mosis may be performed in the following manner : 

1. Draw outa portion of the jejunum as close as possible to the duo- 
denum, empty it of its contents by gently squeezing it, and apply the 
sponge clamps in the usual manner. 

2. Gently draw the greater curvature of the stomach into the wound. 

3. Place the jejunum along the greater curvature of the stomach and 
proceed to unite them in whatever position they lie naturally, with least 
strain or kink. 

4. The opening in the longitudinal axis of the jejunum should be 
slightly over an inch long and in that portion of the gut most distant 
from the mesentery. The corresponding opening in the stomach should 
be in the line of its greater curvature and one inch above it. 
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5. Unite the corresponding extreme ends of the wounds in the jejunum 
and stomach, with temporary sutures passed through the entire thick- 
ness of the walls of the stomach and jejunum, leaving the ends of the 
sutures long. Make an opening in the centre of the stomach sufficiently 
long to permit the easy invagination of the corresponding openings in 
the stomach and jejunum. 

6. Having invaginated the two openings, sew them up all round as 
previously described, passing the needle through all the coats of the 
intestine and stomach. 

7. Now retract the firmly approximated openings to their normal 
position, and sew up the longitudinal slit in the stomach with a continu- 
ous suture passed through its peritoneal and muscular coats. 


DraGram 9. 
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A large cancerous mass involving the pyloric end of the stomach and the upper 
part of the abdomen. 


A. Opening in the centre of the stomach (where the vessels are very small) through 
which the corresponding openings (united by temporary sutures), B, made in the 
longitudinal axis of the upper end of the jejunum and in the line of the greater 
curvature of the stomach, may be invaginated and sutured round in the usual manner 
from the inside. 


Withdraw invagination and sew up the slit in the centye of the stomach 
with a continuous suture. 

When intestinal anastomosis is established, the portion of bowel cut 
off from the digestive functions has complete rest ; active disease is often 
arrested, and it soon becomes atrophied. 

The upper part of the jejunum is joined to the stomach an inch above 
its greater curvature. 

The peritoneum is well turned in all round, and the sutures and knots 
all inside the stomach, making an almost invisible (from the outside) 
air- and water-tight junction. 

The longitudinal slit in the centre of the stomach is sewn up from the 
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outside with a continuous suture carefully passed through the serous and 
muscular coats. 

Where the disease is locuted in the cecum, ileo-cxecal valve, and 
appendix, one or other of the following operations may be performed : 

ILE0-coLostomy.—If the diseased cxecum, ileo-cecal valve, and ap- 
pendix cannot be safely excised owing to old-standing recurrent inflam- 
mation having firmly matted the bowel to the right ureter and the iliac 
vessels (as I have seen on several occasions), perform ileo-colostomy. 

1. Empty the diseased cecum and colon end of ileum. 

2. Apply the sponge clamps to the healthy ileum and colon four 
inches off the disease. 

3. Invaginate the cut end of the ileum attached to the cecum and sew 
it up with a continuous suture. 

4. Make a slit on the convex surface of the colon sufficiently long to 
just receive with very slight constriction the cut end of the ileum; secure 
with two temporary sutures, leaving the ends long. 

5. Make a slit in the colon an inch higher up or an inch lower down 
in the cecum, whichever is most convenient for the invagination. 

6. Pass a dressing forceps through the slit and seize the two ends 
of the temporary sutures. 

7. Drag the invaginated cut end of the ileum and its corresponding 
opening in the colon out through the slit. 

8. Suture carefully all round and pull back to its normal position. 

9. Sew up the longitudinal slit with a continuous suture. 

ILE0-coLoromy.—Clamp the ileum and colon; completely excise the 
diseased cecum and appendix. 

Insert the cut end of the ileum into the healthy colon two inches 
above its cut end. Apply the two temporary sutures and invaginate 
them through the cut end of the colon; sew up all round. Withdraw 
the invagination. Finally close the cut end of the colon with a contin- 
uous suture, having invaginated it within itself to the extent of an inch. 

ILEO-sIGMOIDOsTOMY.—This operation may be performed where the 
seat of obstruction is located low down in the colon near the sigmoid 
flexure. An artificial anus leaves a man in a loathsome condition, and 
should only be made in cases of obstruction from disease below the 
sigmoid flexure of the colon. 


ConcLupDING REMARKS. 


The simplicity of this operation and the universality of its applica- 
bility to all parts of the intestinal tract, may be taken as a measure of 
its perfection. It is the only operation as yet devised where rapid cir- 
cular enterorrhaphy (the sutures passing through all the coats of the 
bowel, leaving the knots on the inside), can be accomplished. 
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Firmly suturing al/ the coats gives great- healing capacity to the ends 
of the bowel, and the stitches are not likely to tear out. 

The most important element of success, next to the efficiency of the 
operation, is its speedy performance. 

After one has isolated the bowel to be resected with the sponge 
clamps, circular enterorrhaphy by the above method can be accom- 
plished in ten minutes, which is less than half the time required for 
lateral apposition (intestinal anastomosis) with decalcified bone plates. 

I find this operation is especially easy in man, for the coats of the bowel 
are thin and the lumen correspondingly large, so that invagination may 
be accomplished with marvellous ease. I have performed this operation 
successfully on very small dogs, where the coats of the bowel are very 
thick and muscular as compared with the lumen. 

Professor Senn says: “I am convinced that circular enterorrhaphy, 
as it is now commonly performed, is attended by three great sources of 
danger :” 

1. Perforation at the mesenteric junction not covered with perito- 
neum. 

2. Length of time required in performing the operation. 

3. Number of sutures required. 

To obviate the danger of perforation at the junction of the bowel not 
covered by serous membrane, the temporary suture at the mesenteric 
attachment is passed through all the coats of the bowel previous to in- 
vagination and so draws the peritoneum over the denuded space at the 
attachment of the mesentery. This secures for the whole circumference of. 
the bowel a perfect peritoneal covering. 

As to the length of time required for the operation, this is a most 
important consideration. Professor Senn says: “Even after I had 
acquired a fair degree of manual dexterity in suturing the bowel, I 
seldom spent less than an hour in making a circular enterorrhaphy with 
a double row of sutures.” 

The Czerny-Lembert method of suturing the bowel causes great delay, 
as the surgeon has to pick up carefully the peritoneal and muscular 
coats of the bowel, thirty or forty times, if possible, without perforating 
the mucous coat. Lastly, the double line of sutures may cause gan- 
grene between the stitches. 

In the operation I advocate there is no necessity to apply Nothna- 
gel’s test to determine the direction in which the invagination should be 
made. In circular enterorrhaphy with the aid of a rubber ring as 
recommended by Professor Senn, it is necessary to find which is the 
afferent and which is the efferent part of the tube, so as to make the 
invagination in the right direction. 

In practice the proximal is often the largest end of the bowel, which 
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renders it very difficult and often impossible to force it into the distal 
end. 

I have seen Nothnagel’s test signally fail. I need say no more in 
condemnation of this operation. 

Professor Senn has done much to advance intestinal surgery. His 
method of intestinal anastomosis by decalcified plates is ingenious, but 
I refuse to accept it as the right method, for it is clumsy and unsurgeon- 
like. 

The mere approximation of the vis a-vis openings in the plates by 
four sutures is often successful in the dog, where the coats of the bowel 
are very thick and muscular as compared with the lumen. In man the 
coats of the bowel are very thin as compared with the lumen, and it is 
always necessary to apply a continuous line of sutures through the peri- 
toneal and muscular coats, both behind and in front of the plates. 
These additional or supplementary sutures necessarily prolong and 
seriously complicate the operation. 

Before performing any operation on the bowels, it is advisable to irri- 
gate the stomach and rectum with hot water. It prevents sickness and 
flatulence after the chloroform. 

In flushing the abdominal cavity with naitieel hot water, it is 
advisable to place a tube in each loin, as recommended by Mr. Barker, 
of University College Hospital. 

In searching for a diseased or injured portion of the gut, time is often 
saved by making a very large incision, so that the lesion can be seen as 
.well as felt. 

Mechanical control of the bowels. In performing exventration or ex- 
tensive laparotomy many contrivances are adopted to keep the bowels 
backward toward the spine and upward or downward, as the case may 
be. How is this to be done? Sponges only fill the abdomen and do not 
retain the omentum and intestines in the position most convenient for 
the operator. Assistants’ hands occupy too much room and are often in 
the way. 

I find the following device very simple and efficient : 

Make three strong copper-wire frames, four, five, and six inches 
square. These three sizes are quite sufficient for all cases of exventra- 
tion. A few minutes before operating cover them with three- or four-ply 
of aseptic gauze, and sew it firmly to the framework. Fasten a strong 
eighteen-inch suture with a straight needle attached to each corner of 
the framework. 

When one has performed an extensive laparotomy and found the 
bowel lesion, pass in a suitably sized frame covered with gauze and bend 
it, so as to keep the bowels in the required position. To retain it in this 
position pass the sutures from within outward on the outside of the 
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quadratus lumborum and fasten them with a stiff rubber sliding clip, 
or, better still, to a wire retractor holding back the edges of the wound. 
In some cases it is only necessary to fix one suture on either side. 

This method—with the sutures fastened to the wire retractors— 

1. Gives a fine view of the lesion to be operated on. 

2. Insures the bowels being kept warm and out of sight from the 
beginning of the operation until the end. 

3. Is extremely simple and efficacious. 

Operative surgery being a purely mechanical science, it is best taught 
by a series of diagrams with explanatory notes. 

The education of the surgeon is too much of the book—bookish. No 
man should pose as a surgeon unless he has had some mechanical train- 
ing. As a boy, he should be taught to use a needle and thread, carving 
tools, and to draw, so that the hand may work in unison with the brain. 

Sutures for the bowel. Fine silk is reeommended in all text-books for 
sewing up the gut. 

I find horsehair or fine silkworm-gut far the best. 

Silk sutures, when wet, are very sloppy to work with. They swell up 
and often cause suppuration in their track, and so may become the seat 
of perforation. 

_ None of these disadvantages apply to horsehair or fine silkworm- 
gut. Horsehairs, if carefully selected, make the best sutures. They 
should be taken from the tails of large draft-horses. 

The hair from the mare’s tail is unreliable, as it is often rotten from 
the urine. 

Carefully select all the longest and strongest hairs, without a flaw in 
them, tie them together at one end and have them well brushed in soap 
and water. Put them to soak in a bichloride solution (1: 4000) for two 
or three hours. Shake them out and place in a large glass-stoppered bottle, 
where they may be kept clean and free from dust. Before using the 
hair leave it soaking for two or three hours in water (bichloride solu- 
tion, 1: 5000) —it makes the hair pliable so that it may be tied in a firm, 
fast knot without fear of cracking. This fact is well known to all fly- 
fishers, who put their silkworm-gut to soak in water a few hours before 
using it. 

I find that nearly all-the horsehair used in the London hospitals is 
rotten. If not brittle when first obtained, it becomes so by being kept 
in water for months before using. Silkworm or salmon gut will be- 
come brittle under the same condition. 
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THE AFTER-TREATMENT IN OPERATIVE SURGERY. 


By Joun B. Roserts, M.D., 


PROFESSOR OF SURGERY IN THE PHILADELPHIA POLYCLINIC AND IN THE WOMAN’S MEDICAL 
COLLEGE OF PENNSYLVANIA. 

Ir is my custom to send word to the relatives or friends, waiting out- 
side the operating-room, that the operation has been concluded as soon 
as I begin to apply the sutures. This is a comforting piece of informa- 
tion to those whose anxiety is, perhaps, not realized by the operators 
and assistants. ' 

I never leave a patient who has been under ether without first assur- 
ing myself that the pulse is good and seeing that he is conscious, unless 
I leave a competent physician in attendance. The directions for after- 
treatment, unless a trained nurse is present, are usually given in writing 
and in as detailed a manner as possible. 

For the treatment of shock I elevate the foot of the bed, have cans 
or bottles of hot water placed about the body, and, if necessary, admin- 
ister digitalis, atropine, ammonia, or strychnine, either by the mouth or 
hypodermatically. I seldom give any form of alcoholic stimulant during 
or after etherization, because I believe alcohol and ether to be so similar 
in physiological effect that their joint administration is unscientific 
and, perhaps, harmful. An enema or suppository of quinine I often 
use after operation, and sometimes before, to diminish or avert shock. 
In moderate degrees of shock I simply let the patient alone, since time 
is all that is required to restore the functions to their normal vigor. 
Too much is often done in cases of operative or accidental shock, because 
the physician is over-anxious and does not give the system time to react ; 
hence the patient is “inundated” with broths, milk, coffee, and stimu- 
lants, and, perhaps, poisoned by over-dosing with drugs. 

The preliminary hypodermatic injection of morphine and atropine, 
always given a quarter or a half hour before commencing anesthesia, 
probably lessens the shock, and without much doubt diminishes the tend- 
ency to vomiting after etherization has been discontinued. 

For the nausea and vomiting which occurs after inhalation of ether, 
I usually do nothing except to have the patient’s head so placed that 
any ejected material may easily escape from the mouth. Little actual 
vomiting occurs if the patient has been given the preliminary hypo- 
dermatic injection ; and especially so if he has taken no food for several 
hours before the time of operation. The practice of giving drugs to 
combat the vomiting is, I believe, unnecessary and unreasonable, unless 
the vomiting should be prolonged and evidently depressing to the 
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patient. Draughts of hot water for the relief of ether vomiting are 
given by some physicians, and in some cases may be desirable, as retch- 
ing when the stomach is empty is often more disagreeable than vomiting 
water which has been put into the stomach. 

I prefer the room kept at a temperature of about 70°, with plenty of 
fresh air so admitted that the patient shall not be directly in a draught. 
Too much air is better than too little. The cold rooms and wards found 
in English homes and hospitals would, however, be objectionable to the 
average American patient. A hygienic rule which gives to every hos- 
pital bed about 100 square feet of floor surface, or about 2000 cubic feet 
of air space, is desirable. In many places it is impossible to procure 
this desirable condition. It is to be recollected that the height of a 
ceiling, without floor space, does not necessarily give good ventilation. I 
always prefer operating in a hospital rather than in a private house, 
since the after-treatment can be much better carried out in a modern 
well-conducted hospital than in any other place. A room in which the 
sun enters is preferable to one on the shady side of the house. It should 
be free from contamination by water-closets or badly-drained washstands. 

I believe that curtains and bed-hangings are not objectionable if the 
operation is conducted and wound-dressings arranged on thorough 
aseptic or antiseptic principles. The absorbent materials employed in 
furnishing our houses are objectionable because they retain dust-particles, 
but this microbe-bearing dust is harmless if it does not come in contact 
with the wound. I frequently say to my students that I would willingly 
operate in an ampitheatre containing many thousand persons, if the dust 
was not stirred up by draughts and the stamping of feet; provided that 
the seat of operation, my finger-nails, instruments, dressings, and assist- 
ants were thoroughly aseptic or antiseptic. I further believe that pretty 
articles of furniture, pictures, and even flowers, if the odor is not too 
strong, add to the comfort of the patient by diverting his attention from 
himself. Freedom from excitement is desirable during convalescence, 
but the occasional visits of judicious and cheery friends relieve monotomy 
and do no evil. Such friends bring items of news and interest to the 
invalid which cannot be gotten from those he sees daily. An intelligent 
nurse, previously unknown to the patient, may increase the value of her 
ministrations by a wise exercise of conversational powers. 

The nursing in operative cases should, in my opinion, usually be done 
by someone not connected with the patient by ties of relationship or 
friendship. The ideal attendant, who is calm, deliberate, wise, firm and 
gentle, can do much toward hastening the recovery of the patient, and 
certainly adds greatly to his comfort. I do not consider these qualifica- 
tions to belong to a nurse who takes the temperature every few minutes, 
who uses the catheter every few hours, or who wakens the patient at 
night to ask how he feels. 
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It goes without saying, that the excretions and soiled dressings should 
be well disinfected and promptly removed. 

The best posture for the patient after operation depends somewhat on 
the character of the operative procedure to which he has been subjected. 
A comfortable position without causing muscular strain, and the one 
which favors drainage, when that is demanded, is the preferable one. 
It is not necessary that the patient should lie absolutely rigid and motion- 
less upon his back in any case. It is not an uncommon thing for me to 
find that after operation a patient has lain for eighteen or twenty-four 
hours, scarcely moving a muscle, except those of the arms and legs. 
This, practically always, is unnecessary and unreasonable, and is due to 
fear on the part of the patient or nurse. It is sometimes the result of 
unnecessary precautions drilled into nurses’ minds by surgeons after ab- 
dominal operations. The patient can, with safety, be turned a little by 
having a pillow pushed under the hip and shoulder of one side. This 
prop may be changed from one side to the other, at intervals, thus secur- 
ing him much comfort. A change of posture, with or without friction 
of the limbs and trunk with whiskey or alcohol, relieves the points of 
pressure on the mattress, and prevents the muscles from becoming stiff. 

Many patients are not allowed to sit up as soon as they might, and are 
kept in bed far too long. Amputation of a breast with clearing out of 
the axilla, for instance, is not a cause for retaining the patient long in 
bed. In such a case there is no objection to the patient sitting up on 
the second day, or going about the house and garden in two or three 
days, if the temperature and pulse are normal. Of course, this matter 
must necessarily be varied with the character of the operation, the 
course of the case, and the temperament of the patient. I am convinced, 
however, that too many restrictions are often put upon patients because 
of the traditions of surgeons before the aseptic era. 

Many cases need little or no medicinal treatment subsequent to opera- 
tion. The wound, if it continues free from suppurative or septic infec- 
tion and is not irritated by too tight sutures, is practically painless. 
The immediate smarting of the wound, often very slight and at times 
altogether absent, is to a great degree avoided by the preliminary hypo- 
dermatic injection of morphine and atropine. Acute pain after operation 
usually means that the sutures are too tight, the dressings badly applied, 
or that the wound is not free from bacterial infection. 

Because of the discomfort occasioned by the surroundings and the 
restraint of the dressings, and because of the nerve strain of the day, I, 
as a rule, give bromide of potassium and chloral toward bedtime of the 
day of operation, and, perhaps, also the next night. I usually give 
forty grains of potassium bromide and fifteen or twenty grains of chloral. 
Sometimes it is necessary to repeat this dose once or twice during the 
night, at intervals of about an hour. This anodyne I administer more 
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for the purpose of allaying the nervous excitement than because there 
is actual pain. It has not the objection of morphine, which diminishes 
the secretions, constipates the bowels, and impairs the appetite. 

Ordinary cases need no other medicinal treatment, except an occa- 
sional laxative to keep the bowels open. I agree with Dr. Agnew, a 
former president of this Academy, who says: “So long, however, as a 
patient is doing well, drugs are an impertinence.” 

If there has been much bleeding, I give iron and quinine as a tonic, 
and occasionally I use these drugs as a placebo when there has been no 
special hemorrhage. Opiates are always to be avoided in the after- 
treatment, if possible. The stress recently laid upon this point by ab- 
dominal operators is simply an axiom of good general surgery which I 
have long followed. The use of frequent doses of opiates indicates in 


most medical and surgical conditions an unwise physician or surgeon. . 


Their administration mesks symptoms, interferes with secretion, and is 
liabie to establish the opium habit. If Iam obliged to use morphine or 
opium, I do not give it hypodermatically, as this method is the most 
seductive. The name of the drug used is not mentioned in the patient’s 
hearing. 

The various antipyretics now so fashionable, I practically never use. 

The elevation of temperature, which occurs in aseptic cases within about 
thirty-six hours after operation, which is supposed to be due to absorption 
of fibrin ferment, needs no treatment ; nor does fever resulting from 
nervous excitement. A rise of temperature presumably due to septic 
changes in the wound is to be treated by renewal of the dressings, irri- 
gation of the wound, cutting of sutures, or cleansing of drainage-tube 
rather than by medicines which act simply by depressing the temper- 
ature. They afford the surgeon a false sense of security and may mask 
the true condition of the wound. Like opiates, they conceal truth, per- 
turb the normal functions, and simply combat a symptom which is 
meant by Nature to call the surgeon’s attention to the fact that his work 
needs revision. 

A smoker may be allowed his cigar a few hours after operation, unless 
there is special objection to its action upon his nervous system. A cigar, 
when the patient is accustomed to the use of tobacco, will often take the 
place of an anodyne. 

The bladder must be emptied and the bowels opened, of course, and 
I make it a rule to especially inquire, of both patient and nurse, as to 
these matters. There is no need, in most cases, however, of a nurse 
catheterizing a patient within a few hours after operation. Retention of 
the urine for twelve or fifteen hours will, in ordinary cases, do no harm, 
and the early use of a catheter, except, perhaps, in abdominal operations, 
is an unnecessary annoyance, and a discomfort to the patient. It is, 
also, liable to make necessary the frequent use of the catheter when such 
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necessity would not have arisen if the urine had not been drawn for the 
first time. 

The question of diet is an important one, as to which surgeons vary 
very much in practice. Ordinarily, I allow no food for six or eight 
hours after the recovery from etherization, and I instruct the friends of 
the patient that no harm will be done if food is not taken until the next 
day. In abdominal cases I insist that no food whatever shall be taken 
for at least twenty-four hours. I usually prescribe milk and broth as 
the diet for the first few days, but I rather avoid milk in abdominal 
cases. I rarely use extracts of beef or any of the pre-digested foods; 
but this, perhaps, is due more to the fact that I find milk or broth made 
in the household quite sufficient for my purpose, than that I have any 
objection to these articles. 

A liberal diet of easily digested food, such as milk, toast, baked pota- 
toes, and light puddings, is not objectionable after three or four days; 
in truth, I defer a great deal to the patient’s wishes and taste in this 
particular. The old idea that patients must be half starved to prevent 
inflammation, is erroneous, since any violent inflammation which occurs 
subsequent to operation is practically always mycotic. 

In the American edition of Druitt’s Surgery, of 1887, appears the fol- 
lowing remarkable statement: “When septic inflammation is to be 
found, starvation diet may be a very important preventive, as it seems 
to be in compound injuries of the skull.” This relic of ancient surgery, 
which it surprises me to find in a book published so recently, is, I fear, 
accepted by not a few operators to this day. 

Sucking ice does not allay thirst as. quickly as water. A large amount 
of water may be given if it is administered in comparatively small 
quantities at a time. Intensely cold water is, of course, objectionable. 
The administration of water is especially necessary if there has been 
much bleeding during or before the operation. Patients are often dis- 
tressed by the enforced absence from water at times insisted upon by 
the attendant during the first few days after an operation. 

Alcoholic stimulants are used by me to a very limited degree in the 
after-treatment of operations, as I believe they are frequently given in 
larger quantities and oftener than is at all necessary. The practice of 
giving all surgical patients milk punch or wine-whey is reprehensible. 

In large wounds I generally remove the first dressings at the end of 
twenty-four hours, because of the oozing which usually takes place. 
If the wound has been washed or irrigated with antiseptic solutions, 
the oozing is liable to be abundant and saturates many thick- 
nesses of gauze. The removal of the soiled dressings at this time 
enables me to apply clean antiseptic gauze, to cut tight sutures, if any 
be too tight, and to take out a drainage-tube if there is no further use 
for it. In addition to this, it allows the dressings to be applied more 
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neatly and satisfactorily than can be done when the patient is recover- 
ing from etherization. If the wound is one in which little oozing is 
expected, no change is made in the dressing at this time; and in all 
cases no change in the dressings is made after the first twenty-four 
hours, unless a rise in temperature, discomfort of the patient, or soaking 
of the discharge to the surface indicates a necessity for so doing. 


SACRO-COCCYGEAL DIMPLES, SINUSES, AND CYSTS. 
By F. B. Mauuory, A.M., M.D., 


ASSISTANT IN PATHOLOGY AT HARVARD MEDICAL SCHOOL, 


Tuis paper is intended to include the consideration of the origin of 
the congenital depressions, sinuses, and dermoid cysts found in the 
median line of the back over the coccyx and lower part of the sacrum, 
together with the pathological conditions to which they may give rise. 
It is chiefly from a surgical point of view that these sinuses and cysts 
have attracted attention, and, as a rule, it is owing to pathological 
changes occurring in them that the surgeon is consulted. In a typical 
case the patient, usually a young man, gives a history of irritation fol- 
lowed by one or more abscesses in the region of the lower end of the 
spine. The surgeon makes an examination, and, on separating the but- 
tocks, finds in the median line over the coccyx a small congenital open- 
ing lined with epidermis. There are often one or more fistulous openings 
on the buttocks. On passing a probe into the congenital opening it 
penetrates upward to the extent of one or two inches toward the lower 
posterior portion of the sacrum. On laying the sinus open, it is found 
to terminate in a small abscess-cavity containing a coil or tuft of hair. 
The fistulous sinuses terminate in this same cavity. It is the presence 
of this hair at the bottom of these sinuses that has always excited the 
interest and curiosity of surgeons, as is evidenced by the titles under 
which they have published their cases, namely: “ Hair Extracted from 
an Ulcer,” “Three Cases of Pilous Cysts,” “ Monstrosity by Inclusion,” 
“ Pilonidal Sinus,” “Abscess of the Sacrum ; Hair.” 

For a full understanding of these congenital openings and abscess- 
cavities containing hair, it will be necessary to make a detailed study of 
the cases published, of the results thus far obtained, and of the theories 
advanced to explain them. 

Of the three congenital abnormal formations (considered in this paper) 
found in the sacro-coccygeal region, viz., depression, sinus, and dermoid 
cyst, the first, or depression, is by far the most frequent. Hodges says: 
“There is found in many children a conical depression near the tip of 
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the coccyx.” According to Lannelongue, a cicatricial depression can 
be found in this region once in four or five cases in children. Heurtaux 
found more or less pronounced traces of an infundibulum in about 4 
per cent. of the men and women he examined. Lawson Tait found a 
well-marked dimple present in 23 per cent. of the women he examined 
at the Birmingham Hospital for Women. 

A sinus is much less frequent. It may vary in length from one to 
several centimetres, and in diameter from an orifice so small as scarcely 
to admit a knitting-needle up to an opening large enough to be mistaken 
for the anus. The depressions and sinuses are always situated in the 
median line in the fold between the buttocks ; the opening into them is 
usually opposite the tip of the coccyx, but may be over the sacro-coccy- 
geal articulation or the lower end of the sacrum. More rarely it lies 
between the tip of the coccyx and the anus. As a rule, there exists but 
one congenital opening into a sinus, but Lannelongue reports several 
cases in each of which he found three orifices present ; Lamadrid reports 
one with an equal number, and Heurtaux had one case with three and 
another with four congenital openings into it. A similar case, probably, 
is that of J.C. Warren’s, reported further on (Case XVIII.). The 
direction of the sinus is usually upward, between the skin and the coccyx, 
to the lower end of the sacrum, but it may be toward the tip of the 
coccyx; rarely, it runs up between the rectum and the coccyx (Case 
IV.). Abnormality of the coccyx has been not infrequently noted in 
connection with these sinuses. From the deeper of these there is some- 
times a secretion containing fat and squamous epithelium. A case 
reported by Reclus (Case IV.) had a slight mucous secretion containing 
some débris of pavement epithelium. The lining membrane of these 
sinuses resembles skin, and hair is occasionally found growing from its 
surface (Case VIII.). 

Dermoid cysts have not infrequently been found over the coccyx and 
lower part of the sacrum, some containing hair, others not ; some were 
noticed at birth, others made their appearance in adult life (Cases XIV. 
and XV.). 

Various theories have been advanced to explain, in the first place, the 
inflamed or suppurating sinuses containing hair, and, in the second place, 
the congenital depressions and sinuses. Of the suppurating sinus J. 
Mason Warren® says: “ The origin of this singular affection is involved 
in obscurity. It would seem possible, however, that it may begin in the 
stout hair or hairs from a single follicle becoming in some way diverted 
from their normal direction and inverted upon themselves within the 
follicle itself; the continued growth of the hair would then result in the 
formation of a tangled knot or ball of hair which might readily give 
rise, after a time, to irritation, just as a similar accumulation of sebaceous 
matter in the follicles of the face may excite that form of inflammatory 
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action known as acne. The occurrence of the disease in the median 
line between the folds of the nates may, perhaps, be explained by the 
constant pressure and moisture of the part softening both the newly- 
formed hair and the epidermic cells surrounding the mouth of the fol- 
licle.’” Vaughan’s theory of the origin of these sinuses containing hair 
is the same. According to Gross, they originate in “a small, congenital 
pilocystic tumor” arising from a “sebaceous follicle which during de- 
velopment intercepts a small tuft of hair. This tumor, although always 
congenital, may remain a long time in a dormant state, causing little or 
no disturbance unless accidentally injured or irritated, when it may 
inflame and suppurate, causing, if left to itself, an angry, irritable ulcer ; 
the parts around are red and swollen, and sometimes riddled with 
sinuses.” 

Although observing the congenital orifice over the coccyx in the cases 
he treated, J. Mason Warren made no attempt to explain its presence. 
Later writers have connected this congenital opening with the congenital 
dimple so often found in this region, and shaped their theories accord- 
ingly. Hodges” explains the origin of the sinuses containing hair as 
due to the hairs rubbed off from the body getting into the congenital 
dimples and causing inflammation and suppuration, especially in those 
cases where there is an abundant pilous development combined with-in- 
sufficient attention to cleanliness. The dimple he considers as due to an 
imperfect union of the lateral halves of the body, involving the integu- 
ment only. 

According to Heurtaux,” an accumulation of epidermal and sebaceous 
products can take place in the congenital infundibula, especially if they 
are oblique and the orifices narrow. This retention can become the 
cause in certain cases of suppurative inflammation of the skin which 
forms the bottom of the sinus ; the skin becomes ulcerated and perforated, 
pus gradually infiltrates the subcutaneous tissue and gives rise to the 
fistulous tract. When, owing to fleshiness, the narrowness and depth of 
the fold between the buttocks is increased, the chances of retention and 
of irritation are still greater. The growth of hair in these infundibula 
is very favorable to the development of fistula. Lamadrid’s” theory is 
practically the same as Hodges’. “ The patient was a very hairy man, 
and that accounts, I think, for the hairs getting into these openings, may 
be one at a time, caused by the breaking of them with the rubbing of 
his pants and shirt against his back while lying on his back or at the 
act of sitting—in fact, by anything that came in contact with his body.” 

In regard to the congenital dimple, Lawson Tait concludes that it is a 
cicatrix, and suggests that it is the hereditary cicatrix of the spina bifida 
by which the human tail has been lost. 

According to Fere,* they are due to incomplete closure of the “ pos- 


terior umbilicus”—in other words, the lower end of the medullary canal. 
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Terrillon® thinks them due to a special form of spina bifida, involving 
/ not the vertebral arches, but simply the skin. Lannelongue” gives the 
following explanation of their origin: “After the medullary canal is 
formed, the mesoblast passes back between the vertebral column and 
the external epidermis, except in the region of the sacrum, where little 
of this tissue is interposed, so that this region is reduced to epidermis 
and bone. Consequently, the superficial layer (epiblast), joined at a 
later period to the mesoblast, preserves closer relations with the bone, and 
at one or more points the skin may be bound down to the bone, and 
later, when the subcutaneous tissue is developed around these places, a 
depression will be formed. If deep and narrow enough, the orifice may 
close up, and a dermoid cyst be the consequence.” 

Inasmuch as we have, occurring in the same site, depressions, sinuses, 
and dermoid cysts, let us consider fur a moment dermoid cysts and the 
other regions in which they are found. According to Sutton® der- 
moid cysts “occur along the lines of coalescence of the opposite halves 
of the body-wall and of the embryonic clefts.” Liicke” says: “They 2 
are confined to certain fixed regions—median line of liead, neighborhood 
of eye, sides of neck, testicles, and ovaries. 

Lannelongue” states it thus: “Tout kyste dermoide émané de |’en- 
clavement ou de la persistance de |’ectoderme provenant d’une fissure 
embryonnaire.” 

Leaving out of the question dermoids of the ovaries and testicles, der- 
moid cysts occur most frequently in the region of the branchial clefts. 
Concerning them Klebs says: ‘“‘We can demonstrate all possible 
transitions, from open inversions of the external skin, such as not infre- 
quently occur in the neck in the form of cleft- or sinus-like dermoids, 
to such as have only a very narrow communication with the skin, and 
finally, such as are wholly cut off, as was first demonstrated by Heschl. 
The similarity in other particulars of these two latter forms leads to the } 
assumption that these also arise from inversions of the skin. This con- 
clusion is strengthened by the distribution of dermoids whose origin 
points to a relation with the embryonic sutures.” 

Reasoning by analogy, there should exist in the median line of the 
back, in the sacro-coccygeal region, an embryonic basis to account for 

/ the depressions, sinuses, and dermoid cysts that occur there. From 
Quain”™ we obtain the following facts: “In the formation of the medul- 
lary canal the epiblast thickens to form the medullary pilates, which 
bending round dorsally, meet in the middle line above the medullary 
groove and there coalesce, at first in a limited space near the middle, 
and later both forward and backward, so as to effect the union along 
the whole dorsal line, except at the hinder incomplete part. By this ; 
union the medullary plates and groove are converted into the neural or ' 
medullary tube, which constitutes the primary form of the brain and ‘ 
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spinal marrow. The spinal portion (of the medullary canal) retains a 
more uniform, cylindrical shape, excepting toward the caudal extremity, 
where it is longer in being formed and remains for a time a flat, open, 
rhomboidal dilatation. The spinal cord has been found by Kolliker 
already in the form of a cylinder in the cervical region of a human 
embryo of four weeks. Ununited borders have been seen by Tiedemann 
in the ninth week toward the lower end of the cord, the perfect closing 
of the furrow being delayed in that part, which is slightly enlarged and 
presents a longitudinal median slit analogous to the rhomboidal sinus 
in birds.” 

In the adult the medullary canal lies in the centre of the spinal cord, 
which ends near the lower border of the body of the first lumbar ver- 
tebra. “Below here it is continued, somewhat enlarged, in the filum 
terminale for about half its length. Below the termination of the canal 
the filum is mainly composed of connective tissue, and becoming blended 
with the lower end of the sheath opposite to the first or second sacral 
vertebra, perforates the dura mater, and, receiving an investment from 
it, passes on to be attached with this to the periosteum of the lower end 
of the sacral canal, or to the back of the coccyx.” The medullary 
canal, then, in its early history is a tube lined with epithelium and open 
at both ends. The upper of these ends closes early ; the lower has been 
seen open as late as the ninth week. If it did not close there would 
exist an opening in the median line of the back over the lower part of 
the sacrum or over the coccyx. It could not be higher than this, for 
the vertebral canal extends down as low as the third or fourth sacral . 
vertebra. Below this (in the sacrum) “is a triangular opening, the 
termination of the spinal canal, the lateral margins of which are formed 
by the imperfect laminz of the fourth and fifth sacral vertebre.” This 
would evidently be, then, the point of exit of the medullary canal from 
the spinal or vertebral canal. 

To see what light embryology might throw on this subject, a number 
of microtome sections were made through the sacrum and coccyx, with 
adjacent tissues, of several foetuses kindly put at my disposal by Drs. 
W. F. Whitney and C. S. Minot. The following results were obtained : 


_ Fetus I.—About six months. There is a distinct canal lined with 
one or more layers of columnar and cuboidal epithelial cells, lying 
between the skin and the coccyx just below the hair follicles exactly 
in the median line. The lower end of it was not obtained; the upper 
divides into two canals, separated by a group of hair follicles; ane 
extending through several sections, first one and then the other comes to 
a blind end. There are no signs of glands or hair follicles opening 
into the canal, which runs through over twenty sections. 

Fetus II.—About six months. Shows a canal somewhat more flat- 
tened than the above, lined with one or two layers of columnar epithe- 
a he occupies about the same relative position as the canal in 

cetus I. 
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Farvus III.—About four months. There are present here two small 
i cavities lined with epithelial cells, extending through a series of eight 
sections, as follows: Section 1 shows the epithelium of the surface dip- 
ping down in the median line; in Section 2 the epithelial cells are 
extending in deeper; in Section 3 a large group of epithelial cells is 
cut off from the surface; in Section 4 appear two cavities lined with 
epithelial cells; in Section 8 appears the last group of cells. 


Fie. 1. 


Sinus. 


Coceyx, 


Fetvs I. 


Ferus I[V.—About three and one-half months. There is in this 
foetus a canal or cavity of considerable size, lined with one or two layers 
of columnar epithelium, placed opposite the lower end of the coccyx and 
having no connection with the surface of the body. Beginning at the ‘ 
lower end there is first a small collection of epithelial cells, extending , 
through three sections. Then another collection of epithelial cells 
begins a little to one side of the median line near the surface; after 
extending through two sections, traces of a canal are evident; this canal 
rapidly increases in size; chains of epithelial cells extend downward ji. 
and inward from it toward the median line; in its upper portion it 
is double. This cavity runs through twenty-one sections. 

Ferus V.—About three months. Shows a perfectly distinct cavity 
shut off from the surface and extending down to the coccyx; it is lined 
with one or two layers of columnar epithelium, and extends through six 
sections. 

Fetus VI.—About four months. Sections show irregular collections 
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of epithelial cells near the coccyx, a little to one side of the median 
line; in some sections the epithelial cells are arranged concentrically so 
as to form tubes of small calibre; in a few sections three or more tubes 
are present. 


Fig. 2. 


Fetus II. 


Farus VII.—About three and one-half months. No traces of a 
canal could be found. The medullary canal in the filum terminale 
shows well, extending to the lower end of the sacrum. In one part the 
canal is double. 


These cases show that in foetuses of three to six months there is very 
frequently present over the coccyx a canal lined with epithelium—in 
some cases connected with the skin, in others not ; in some situated near 
the skin, in others near the coccyx. The question naturally arises as to 
their origin. They may be due either to an extension inward of the 
epidermis or to the remains of some canal. If due to an extension in- 
ward, or, as Lannelongue assumes, to the skin being bound down to the 
coceyx, why do they not contain the glands and hair follicles with which 
the epidermis in that region is studded? As regards an extension inward 
of the skin, why should it occur here so often and nowhere else? It 

'seems much more likely that they are due to incomplete obliteration of 
‘a former canal, and extending, as they all do, upward and posteriorly to 
the coccyx, the medullary canal seems the most likely origin. 
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The branchial clefts are closed by the eighth week. As before stated, 
the medullary canal has been seen open as late as the ninth week. Con- 
sequently, the obliteration of the clefts in the one case, and of the 
medullary canal in the other, must take place at about the same period 
of intra-uterine life, with this difference—that growth is more rapid and 
perfect in the upper part of the body, and hence more favorable to 
closure of the clefts. If, notwithstanding this, sinuses and cysts occur 
in the neck and about the ears, there is at least an equal chance that 
they may occur at the lower end of the medullary canal. 


Fie. 3 


Fetus III. 


J / It would seem from a study of the sections from these foetuses that 
obliteration of the medullary canal takes place at first, and most com- 
pletely, at the lower end of the sacrum, and extends from this point in 
both directions. As is well known, the spinal cord at first extends the 
whole length of the vertebral canal; but, as the latter grows the more 
rapidly in length, the cord rises and the filum- terminale is stretched, 
thus favoring obliteration of the medullary canal at the lower part. 
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The obliteration of the medullary canal between the end of the vertebral 
canal and the skin apparently frequently takes place in an irregular 
manner; but, for that matter, the medullary canal in the spinal cord 
shows frequent irregularities, sometimes existing as a distinct canal, 
sometimes double, as in Foetus VIL., and often showing in sections only 
as a very irregular clump of cells. 


Fie. 4. 


Fetus IV. 


Undoubtedly the majority of these remnants of the medullary canal 
become obliterated—only the larger, especially those in which glands 
and hairs are present, persisting as the depressions, sinuses, and cysts of 
extra-uterine life ; and in all probability it is only the congenital sinuses 
and cysts: which give rise to the suppurating sinuses. 

Microscopical examination of sections of a suppurating sinus which 
has been dissected out gives little satisfaction. The walls have been 
destroyed by the inflammatory process, and beyond granulation tissue 
in which hairs are often imbedded, nothing is found. A sinus (Case 
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XVIIL.) removed by Dr. J. C. Warren at a secondary operation, how- 
ever, is very interesting. It shows a canal large enough to admit a 
knitting-needle, about half an inch long, both ends of which open in 
the median line. The central portion lies some little distance below the 
surface. It is lined with a pavement epithelium corresponding exactly 
with that of the surface of the body, but contains no glands or hair 
follicles. The case was probably one where there existed primarily a 
sinus with two or three openings, and at the first operation the upper 
one only was removed. 

Next to the origin of these sinuses, the most important question is the 
cause of their inflammation and the source of the hairs so often found in 
them. Partaking, as these sinuses do, of the properties of the external 
skin, they also shed their cornified epithelium, and, in case they possess 
glands and hair follicles, the products of their secretion. So long as 
these products can escape, no harm is done; but if the orifice of a sinus 
is small, or an injury causes swelling of the tissue and closure of the 
orifice, the retained secretions cause irritation, and after a greater or 
less time suppuration follows. The pressure within the suppurating 
sinus may be sufficient to force out the contents occasionally ; in other 
cases artificial exits are produced, giving rise to fistule on the buttocks. 
The most frequent cause of stopping up the orifice and of preventing 
the escape of the secretions is hair. Situated, as these sinuses are, be- 
tween the buttocks, cast-off hairs, fibres from clothing, etc., naturally 
gravitating in that direction, may get into them, especially if the orifice 
is large. But in at least a portion of the cases the hair undoubtedly 
originates within the sinus. Dermoid cysts in this region frequently 
contain hair (Cases XIV. and XV.). Why should not the sinuses hav- 
ing the same origin and differing only in the fact that they are not 
completely closed in, produce hair from their walls also? There is no 
reason, however, why hair from the outside should not occasionally get 
into a sinus in which hair is growing and thus give a mixture, as in a 
case reported by Hodges; or, the hair in this case might all have come 
from different parts of the body. Frequently, however, the hairs in a 
sinus are all of one kind, suggesting a common source, such as would 
hardly be the case if they entered from outside. It must be noted, too, 
that the hair from a sinus is often of a different color from that of the 
rest of the body (Cases VII. and VIII). 

If, as Hodges says, hairs have such a faculty for insinuating them- 
selves into an opening or into the skin, why are they not found in blind - 
external fistulz situated in almost the same place? The discharge is 
hardly sufficient to keep them out. Moreover, these suppurating sinuses 
probably do not originate in the dimples, as Hodges says, unless they 
are of considerable depth, but, as stated above, from the congenital 
sinuses and dermoid cysts. If a dermoid cyst be the origin, there will 
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be, of course, no congenital opening into it. If, on the other hand, a 
congenital opening is found in the median line over the coccyx in con- 
nection with a suppurating sinus, it points positively to a congenital 
sinus as the origin of the latter, even if no hair is found within it. The 
hair may have escaped from the opening along with the pus from the 
cavity, or there may never have been any there. Such is probably the 
state of affairs in Case XIX. 

The fistulous openings, the result of abscess formation, lie almost in- 
variably to one side or other of the median line. The suppuration may 
also cause softening of the surface of the coccyx or sacrum (suggesting 
tuberculosis as the cause of the sinus), just as a wen or cyst on the 
scalp may erode the skull or even penetrate through into the brain. 

Hair is most likely to be absent in those cases where there is a his- 
tory of injury; the injury, instead of the hair, furnishing the irritation. 
Case XVII. (Warren) and some of Goodsall’s cases (X VI.) are prob- 
ably examples of this. They may have originated from open or closed 
remains of the medullary canal. 

After I had finished my work on this subject, I received from the 
Library at Washington, an article entitled: “Les vestiges du segment 
caudal de la moelle épiniére, et leur rdle dans la formation de certaines 
tumeurs sacro-coccygiennes.” Note de MM. G. Herrmann et F. Tour- 
neux, présentée par M. Sappey. 

They made sections through the sacro-coccygeal region of foetuses 
with the result of finding over the coccyx “des tubes” which they 
describe as “conduits flexueux assez irréguliérement conformés. La 
paroi de ces tubes, épaisse d’un vingtiéme de millimetre en moyenne, est 
constituée par un €pithélium stratifié affectant tantét le type prismatique, 
tantét le type pavimenteux ; suivant les points considérés, l’évolution 
histologique de vestiges se rapproche donc de celle du tube médullaire 
ou de celle de l’épiderme. Sur les foetus plus Agés, les vestiges s’atro- 
phient peu a peu 4 la naissance, leur plus grand diamétre ne dépasse 
guére d’un millimétre. Le phénoméne désigné sous le nom d’ascension 
de l’extrémité de la moelle est donc di non seulement 4 un allonge- 
ment plus rapide du rachis, mais aussi et surtout 4 la disparition par 
atrophie de la portion caudale (coccygienne) du névraxe. Ce fait avait 
déja été signalé par Braun chez le mouton. (His u. Braune’s Archiv, 
1882).” 

Appended is a limited number of cases illustrating the main points 
in the paper. 

As regards the surgery of these suppurating sinuses little need be 
said. They should be laid open, the hair sought for and removed if 
present, and the sinus either dissected out or thoroughly curetted so as 
to remove all the cutaneous surface. 
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Case I. (Dunlap).—Girl, aged eight years. A circular pit or hole in 
median line over coccyx, extending downward and forward to the tip of 
coccyx ; one-quarter of an inch in diameter, and one-quarter of an inch 
in depth. Tip of coccyx turned backward and situated one-quarter of 
an inch below lower border of hole. 

Case II. (Heurtaux).—Medical student, nineteen years. For six 
months had noticed some sensation in region of coccyx; a slight puru- 
lent discharge. Examination showed four congenital infundibula pres- 
ent, all four connected with one fistulous tract. 

Case III. (Heurtaux).—Woman, twenty-three years. Abscess in 
sacral region at age of seventeen ; had continued discharging ever since. 
Examination showed three congenital infundibula, all opening into the 
fistulous tract. 

Case IV. (Reelus).—Boy, sixteen years. Brought for surgical advice 
for fistula which gave no trouble. Found a congenital fistula in median 
line between anus and tip of coccyx; orifice four to five millimetres in 
diameter. Sound entered two centimetres, styletto penetrated five cen- 
timetres. Slight mucous secretion with débris of pavement epithelium. 
a ascended parallel with rectum, being distant one-half centimetre 

rom it. 

Case V. (J. M. Warren).—Man, twenty-five years; very hairy. Small 
fistulous opening on sacrum just between fold of nates; exudation 
of moisture for about one year; complained of soreness and incon- 
venience. Examination showed a small circular opening just large 
enough easily to admit a probe, looking as if the skin had become in- 
verted at that point. Probe penetrated upward between one and two 
inches. Sinus contained hair. Had seen eight or ten cases in men ; one 
in a woman. 

Case VI. ( Walker)—Young man. For two years a slight muco- 
purulent stain on shirt, and an annoying sensation about an inch and 
a half behind anus. Found upon examination two or three small 
depressions behind anus like smallpox pits; finding nothing else, he dis- 
missed the case. Later, patient returned, having noticed some pus which 
had been discharged from a fistula at seat of one of the pits. Probe 
passed about two inches into fistula, which was closed at upper limit 
near coccyx. Laid fistulous tract open ; two or three days later pulled 
out a bundle of light-brown, downy hair. 

Case VII. (Anderson).—Man, twenty-one years; fair complexion, 
light hair. Six months previous received blow in sacral region. Now 
complains of scrofulous sore in that region. On examination found a 
fistula opening near the os coccygeus on left side; could not introduce a 
probe because the opening was so small and crooked. Four inches 
above and to left of opening was a tender spot; pressure here forced 
out mucus mixed with pus; made an opening. Three weeks later, while 
at work at it, drew out a black substance in loop form; proved to be 
soft, fine, dark-brown hair. 

Case VIII. (Heurtaux)—Woman, twenty years. Complained of 
pain in region of coccyx. Found near tip of coccyx a small circular 
orifice three millimetres in diameter. On pressing it with end of finger 
had impression of smal] round tumor; on looking into orifice could see 
a small mass of something colored black ; with forceps drew out with 
some effort a small mass of twisted hairs, some of which were evidently 
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attached to the wall of the sinus. The hairs were light in color although 
the girl’s hair was dark. 

Case IX. (Terrillon).—Young country woman. Hole present over 
coccyx since birth; for several years had been troubled by its inflam- 
ing; no other opening ; pavement epithelium in discharge. 

CasE X. ( Terrillon).—Man, thirty-five years; very fleshy ; examina- 
tion showed two fistule in the median line, one of perfectly normal 
skin, size of a large sound, two and a half centimetres deep; it was 
congenital, and his mother had often worried about it. Since age of fif- 
teen there had been sufficient discharge from this orifice to stain his 
linen slightly. Discharge contained pavement epithelium and leuco- 
cytes. Five or six fistulous openings surrounded the congenital orifice. 
Histological examination showed the sinus to be cutaneous in structure. 

Case XI. (Heurtaux).—Girl, eighteen years. Two years ago a small 
abscess appeared on left buttock ; gathered and broke repeatedly. Ex- 
amination showed four infundibula in the median line, all of normal 
skin, also the fistulous opening on the left buttock through which the 
abscess discharged. A probe could be passed between the two lower 
infundibula. The two upper ones also communicated, and from them 
arose the abscess. The sinuses were removed entire, and showed no 
especial attachment to the bones. 

Case XII. (J. M. Warren).— Woman, twenty years. Fell on ice one 
year before; soon after experienced pain in region of coccyx. Exami- 
nation by sister disclosed a fistulous opening at junction of sacrum and 
coceyx. This had discharged thin, unhealthy pus, up to time she en- 
tered hospital. Then found two fistulous openings in median line, one 
at junction of sacrum and coccyx, the other about an inch above it. A 
probe could be passed both upward and downward for a considerable ~ 
distance. The sinus was laid open, and at the bottom of the abscess was 
found a coil of hair. 

CasE XIII. (Déspres).—Girl, thirteen years. Dermoid cyst in coc- 
eygeal region; no adhesions to the deeper parts, hence not a spina 
bifida. ‘“ These tumors may form abscesses and give rise to fistulz.” 

Case XIV. (Lannelongue).—Boy, four and a half years. A slight 

rojection was noticed in the sacro-coccygeal region shortly after birth ; 
increased to the size of a chestnut; removed; contained a few drops of 
liquid, the rest consisting of epidermal cells and a few hairs; the wall 
showed sebaceous glands and hair-follicles. 

Case XV. (Trzebicky).— Woman, thirty-five years. A year and a 
half ago noticed a swelling on left buttock; grew larger than a child’s 
head ; it was situated a little to one side of the median line, and consisted - 
of two separate tumors; fluctuation extended into the pelvis. Opera- 
tion: pus-like contents; many fine hairs; horny epithelium. The two 
cysts did not communicate. 

CasE XVI. ( Goodsall).—Female, thirty-five years. Four years before 
fell and struck near the sacro-coccygeal articulation. The part remained 
always tender. Five months after the fall an abscess formed, and two 
months later began to discharge. Examination showed several sinuses. 
Laid open. 

Case XVII. (J. M. Warren).—Girl, nineteen years. Three years 
before, while sliding on the ice, she fell and received a severe blow on 
lower part of spinal column. Pain and tenderness for several days ; 
afterward was unable to bear the least pressure on the part, while there 
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was a constant sense of uneasiness in it.’ About a year before a swelling 
commenced there ; became the size of a walnut ; punctured by her phy- 
sician, and a curdy matter discharged. After that a serous fluid con- 
tinued to flow. Cyst laid open. The interior of the cavity presented 
that white, silvery, epithelial aspect observed in the sacs of some encysted 
tumors. 

Case XVIII. (J. C. Warren).—Woman, twenty-three years. Had a 
small abscess appear in the median line just over sacro-lumbar articu- 
lation when fifteen years old. Small spontaneous opening, which had 
existed ever since. Occasionally closes, forms a new a , and breaks 
again. Two years ago was operated by Dr. Barrett, of Concord. Sinus 
laid open; healed, but broke again in three or four months. More or 
less discharge ever since. 

Examination: Has a sinus size of knitting-needle in median line over 
base of sacrum at beginning of fold between buttocks. Probe enters, 
two inches ; no bone felt. ’ 

Operation, Dr. Warren: Incision upward and outward on either side 
of median line. Cavity was filled with pyogenic membrane, which was 
thoroughly curetted out. In the midst of this membrane was a clump 

of long hairs. 

Re-admitted February, 1890. Two weeks ago had an abscess in fold 

of buttock, which broke and discharged about one drachm of pus. 

Examination: Two small sinuses in fold of nates about half an inch 
apart, and two inches from anus. Probe admitted with difficulty a short 
distance. Removed entire. 

Cast XIX. (Beach).—(I was present at the operation in this case 
through the courtesy of Dr. Beach). Girl, seventeen years. Perfectly 
well up to present trouble. About six weeks ago an abscess formed 
over coccyx and lower part of sacrum. In three days “broke”; more 
or less discharge since. Examination showed a perfectly round, clean- 
cut opening in the skin size of a large probe, half an inch above the ti 
of the coccyx in the median line. One-fourth of an inch above this 
| opening was a small pit in the skin, in no way connected with the sinus. 
The sinus extended one and one-half to two inches upward, and laterally 
on the right side about one-half inch, and on the left one inch. Below 
the opening the sinus was small, admitting a large probe for about one 
inch. A fine probe penetrated a little further. The sinus formed a per- 
fectly clean cavity with fibrous walls. The coceyx was movable, and 

the end of it gave a questionable sensation of crumbling. The sinus 
was laid open, curetted, and packed. The patient was discharged at the ‘ 
end of twelve days with a granulating wound. 
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SUPPURATING CONGENITAL CYSTIC KIDNEY, WITH HYDRO- 
NEPHROSIS AND OBLITERATION OF THE URETER. 


By W. Farr, M.D., 


ASSISTANT GYNECOLOGIST, JOHNS HOPKINS HOSPITAL, BALTIMORE, MD. 


A CAREFUL search through medical literature would seem to warrant 
the assertion that the following case is unique, for although several cases 
have been reported in which hydronephrosis has been found associated 
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with other pathological conditions of the kidney, no parallel to the in- 
stance in question could be discovered. Aside from its pathological 
importance, the case is of especial interest on account of the enormous 
size of the tumor, extending from roof to floor of the abdominal cavity, 
as well as its close resemblance to an ovarian cystoma, for which it was 
at first mistaken. 

Finally, the successful operation for the removal of such a monstrous 
kidney, followed by the rapid convalesence of the patient, to-day enjoy- 
ing the best of health, complete the interesting picture. 


History.— Outline. Mrs. R. W.,a spare little woman, of a markedly 
cachectic appearance, aged fifty-three years, a native of Seaford, Dela- 
ware. Admitted to Dr. H. A. Kelly’s service in the Johns Hopkins 
Hospital, March 25,1890. Health had been good until seven years ago, 
when she began to suffer with numerous attacks of fever and chills, 
diagnosticated as malarial. An abdominal tumor was discovered six 
years ago, and since then it had gradually increased to its present size. 


Fie. 1. 


Taken from a photograph. Shows the extreme prominence of the abdomen caused 
by the renal tumor, closely simulating large ovarian tumor. 


Detailed history. Her father died of “heat stroke,” and her mother 
of Bright’s disease, one uncle also died from Bright’s disease, and one 
sister died in “ coma.” At the present time she has a cousin who suffers 
from a doubtful renal tumor. 

She passed the menopause at the age of forty-nine, the menses having 
previously been regular and normal. She is V-para, eldest twenty- 
nine, youngest eleven years. One miscarriage. She has never had any 
trouble with the bowels, any urinary difficulty, or any previous serious 
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illness. During her pregnancies she was always troubled with excessive 
nausea. 

Her family physician states that “she had frequent attacks of inter- 
mittent chills and fever seven years ago, which were controlled by qui- 
nine and mercurials, and about the same time she began to have attacks 
of pain in the left side, which increased in frequency and severity up to 
date of operation. During these attacks the most comfortable position 
was “on the hard floor, with room to roll.” Up to the time of admission 
to the hospital she had acquired the habit of taking large quantities of 
opium to relieve these pains. About six months previously she had 
congestive rigors. 

Six years ago she noticed a lump in the right groin, above Poupart’s 
ligament. This was painful at times. It grew gradually until two years 
ago, when it increased rapidly to its present size within five months; 
since then it has remained stationary. The following are the notes of 
the examination on admission to the Hospital : 


Fig. 2. 


Shows the tumor in black, lying behind the colon and extending from the left 
hypochondrium to the floor of the pelvis. 


Fie. 3. 


Shows the tumor in sagittal section. Its relations to the anterior abdominal walls, 
the promontory, and the small depressed uterus are shown. 


Description and mensuration of tumor. The abdomen prominent, 
vaulted, filled by an irregular bossed mass, about the size of a pregnant 
uterus at term. Two-thirds of this mass lies to the left of median line. 
The greatest girth is at umbilicus 104 em. (40 in.). From ensiform 
cartilage to symphysis pubis 33 cm. (14 in.). Right spine of ilium to 
umbilicus 21 em. (8 in.). Left spine of ilium to umbilicus 26 em. (10 
in.). On the right is a hemispherial fluctuant mass like a monocyst, 
which is 21 em. (8 in.) in vertical, and 10 em. (3} in.) in transverse 
measurement. The intestines are plainly felt, and percussed in right 
flank. To the left the tumor is made up of three large bosses, one just 
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over median line corresponding to the one on right, one above this, and 
one filling out the left flank. Small intestines pushed far back, but on 
percussion there is a remarkable dull tympany over the whole area of the 
tumor, like that of large intestine, and distinctly lower pitched than over 
small intestines in the right flank. (vu, Fig. 2.) ; 

Vaginal examination. Outlet relaxed, uterus far back, pressed down 
into the sacral hollow. Through the anterior vaginal wall the tense, 
smooth, spherical wall of the cyst is distinctly felt. This is easily rocked 
from side to side, being waco to the extent of several centimetres. 

Urinary examination. Before operation, March 25,1890. Urine (by 
catheter) clear, light orange-yellow color; faint aromatic odor; acid 
reaction ; albumin a trace, showing distinct thin ring with nitric acid ; 
sediment, light white flocculi considerable in amount. Microscopically : 
A few hyaline casts, also a few epithelial cells and leucocytes. 

Operation March 26. 

April 3d. Urine (by catheter) clear, light-orange color; sediment 
mucus, moderate amount ; albumin faint trace. Microscopically: A few 
hyaline casts, some faintly granular. 

21st. Urine (by catheter) color lemon; reaction, faintly acid ; specific 
gravity 1021 ; sediment moderate, light flocculi of whitish mucus ; albu- 
min, very faint trace. Microscopically : A few leucocytes, a few hyaline 
and faintly granular casts; granular débris, and some amorphous 
urates. 

DescripTION OF OpEeRATION.—Abdominal section by Dr. Kelly, 
March 26, 1890, at 9.30 a.m. Chloroform narcosis, duration forty-five 
minutes; pulse before operation 80, after operation 92; duration of 
operation to the beginning of the closure of the abdominal incision 
twenty-seven minutes, to completion thirty-five minutes. 

First incision in the linea alba 10 em. (33 in.) in length, later extended 
up through umbilicus to 15 em. (5} in.); abdominal walls thin; at the 
second cut the peritoneum was laid open, exposing the mottled, reddish- 
white surface of a large sac, which was punctured and a large ovariotomy 
trocar thrust in, discharging six litres (about twelve pints) of thin yellow 
pus. On pulling down the cyst to evert it, it was found to be univer- 
sally adherent. On attempting to strip off the adhesions around incision 
the hand was carried up under transverse colon, which was spread out 
over the anterior surface of the cyst. 

The hand then carried into the cyst cavity revealed its enormous 
extent, reaching from right iliac fossa to floor of the pelvis high up 
into the left hypochondrium. 

A calculus about 15 by 4 mm., dumbbell-shaped, was found in the 
tumor lying on the pelvic floor, suggesting at once renal origin. 

The process of stripping was continued, gradually bringing the tumor 
forward, and dissecting it out of its bed, by using the fingers with a shear- 
ing movement through an opening made in the peritoneum to the inner 
side of the left descending a sn Strong adhesions everywhere bound the 
mass to the cellular tissue ; these offered more difficulty on account of the 
enormous size and superficial extent of the tumor than from their density. 
One adhesion 2 cm. ({ in.) in breadth, binding the tumor down to the 
psoas muscle in left flank, was separated, leaving bunches of muscular 
fibre on the tumor. 

Up to this point the time was chiefly occupied in releasing this vast 
sac from its bed, extending like saddle-bags across the vertebral column. 
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The chief difficulties in the operation were now encountered in pull- 
ing the tumor down from above, high up under the left ribs and the dia- 
phragm. On rolling the tumor over and exposing its posterior surface, 
a large vein 1 cm. (0.39 in.) in diameter was ligated. Parallel and to the 
inner side of this lay the ureter, which appeared sound and was not 
dilated ; this was ligated at a point about 8 cm. (3+ in.) from the kidney. 

After separating a number of adhesions from around the upper por- 
tion of the kidney, the whole mass was finally drawn down attached only 
by the hilum and its vessels; here a band 4 by 2 em. (13 by ? in.), 
including all renal vessels, was tied in five bundles and the kidney com- 
pletely separated and removed. 

At the time of emptying of the cyst, and again at its removal, the 
pulse became thready. Eight hypodermatics of brandy (each m xxx.) 
were given. Immediately upon removal of cyst 1.5 litres (3 pints) of 
hot water, 46° C. (115° F), were poured into the abdominal cavity ; its 
stimulant effect was at once apparent in the marked improvement in 
the heart’s action, respiration, and general appearance. This was at 
once _— out and more hot water poured in and sponged out from 
pelvis, right groin, over and under liver, around spleen, stomach, and 
small intestines, leaving the abdomen dry. 

In the left iliac fossa the cellular tissues overlying the peritoneum had 
so fallen together as to practically separate the vast exposed surface 
from the peritoneal cavity. 

On account of the shock and depression ether was substituted during 
the operation for chloroform, the latter being resumed at a later stage 
on account of the quieter narcosis. 


The ——> kidney was examined and found to be somewhat en- 


(functional hypertrophy ?), but apparently sound. - 

ainage. With two fingers within acting as a guide, a scalpel was 
thrust through the skin, subcutaneous tissue, and muscles of the left 
flank posteriorly, half way between the crest of ilium and small ribs; 
through this hole a large glass drainage-tube was passed into the bed of 
the kidney, thus draining the cellular tissue beneath the peritoneum. 
(Fig. 4, No. 3.) 

Fie. 4. 


Shows the position and direction of the three drainage-tubes used. 1, Draining 
the pelvis; 2 and 3, draining the left flank. 


The abdominal incision was closed with deep and superficial silk 
sutures, after insertion of two glass drainage-tubes in the median line, 
one at the lower angle of incision, extending into the pelvis, the other 
just below the umbilicus, extending over into the left flank. (Fig. 4, 
Nos. 1 and 2.) Dressings and abdominal bandage were applied, and 
the patient immediately put to bed and stimulated by hypodermatics of 
brandy and strychnine and external heat. 
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Convalescence. The patient was restless the afternoon and evening 
of the day of the operation, and had considerable pain the same night, 
uiring a single dose of morphia (one-quarter grain) ippotacnntinally. 

he daily notes were as follows : 

March 27. 12m. Abdomen dressed ; capillary gauze plugs in all three 
tubes saturated with dark, bloody discharge ; there has been free discharge 
from drainage-tube in left flank; an area of cotton over tube size of 
hand stained by bloody discharge. There has been a very small amount 
of discharge from the other tubes in the line of the wound. Abdomen 
flat and flaccid ; no nausea or vomiting; general condition excellent. 

28th. 12m. Abdomen dressed; all drainage-tubes removed; plu 
in tubes stained with bloody discharge; very slight amount of bloody 
fluid swabbed from tube in left flank and lower one in abdominal cavity. 
Abdomen scaphoid ; voided urine naturally last evening. 

30th. Complains of “ pain in bowels” this morning; has had five 
stools, large and small, during the past twenty-four hours. 

81st. Doing well. 

April 2. Color of skin of body losing its bronzed hue. 

4th. Abdomen dressed ; all sutures removed; union perfect, primary 
throughout, without any suppuration whatever ; canned in flank made 
for drainage-tube healed also primarily. Abdomen flat, walls flaccid, 
wrinkled. 

The patient had from this time on a rapid convalescence, uninter- 
rupted by any bad symptoms. 

he was nourished during the two days following operation mainly 
by nutritive enemata, with small quantities of coffee, and stimulated by 
hypodermatics of brandy, p. r. n. 

On the second day small quantities of milk were given at frequent 
intervals, and on the fourth day she was given soft diet (toast, corn- 
starch, etc.). 

The temperature was 37.7° C. (100° F.) on the day after operation ; 
from that time until the seventh day it ranged between 36.7° C. (98° F.) 
and 37.5° C. (99.5° F.); after which it remained normal, the pulse being 
correspondingly low. The patient sat up out of bed for the first time 
three weeks after operation, and was discharged from the hospital April 
26, 1890, feeling perfectly well. She returned to her home in southern 
Delaware, whence she writes under date of February, 1891, that she 
‘ feels splendidly ; in fact, never felt better in her life.” 


ParuotocicaL Examivation.—The tumor was examined in the 
pathological laboratory of the Johns Hopkins Hospital, and the fol- 
lowing report made: 


Abstract of report. It was only after repeated examinations that the 
tumor could be positively identified as a renal cyst. It was found to be 
made up of numerous sacs or cysts; the largest of these was twenty cen- 
timetres in diameter; this opened into a small sac with which most of 
the other sacs communicated. The collection of small cysts determined 
the congenital cystic nature of the kidney; the small sac with which 
they communicated was thought to have been originally the pelvis of 
the same, and the largest cyst the hydronephrosis consequent upon the 
obliteration of the ureter. The examination in detail was as follows: 

The shrunken specimen presented for examination is a large sacculated 
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mass, somewhat the shape of an enormous kidney. Its longest measure: 
ment is 44 cm.; width, 18 cm.; thickness, 7 cm. 


Fie. 5. 


Photograph of tumor lying upon a cloth, showing interior of large cyst. 


The surface of the mass is covered with adhesions of fibrous and 
adipose tissue, but is in general smooth and glistening. It is composed 
of cysts of various sizes, several of which project from the surface. At 
a point on the concave surface which might correspond to the pelvis of 
the kidney, there is considerable adipose tissue, and a large artery which 
measures 2 cm. on the inner circumference enters here together with a 
large vein. Below the entrance of the artery and vein is another ves- 
sel corresponding to the ureter; 5 em. of this remains attached to the 
tumor. This vessel is rather small; it measures 9 mm. in circumference 
and its lumen is patent. A mass of striated muscle of coarse fibre, 
measuring 2 cm. in thickness and 4 cm. in length, is attached to the 
upper and posterior part of the tumor. No communication between the 
ureter and the interior of the cysts can be made out. 

At the time of the operation the largest cyst was opened and about a 
gallon of opaque, yellowish-white puriform fluid of creamy consistence 
escaped ; also, a hard, angular mass, irregular in outline, 1} cm. long 
and 1} cm. broad. The remaining cysts whose contents had not been 
evacuated by opening the large cyst were subsequently incised. These 
contained fluid of varying character. In one sac, about the size of a 
small orange, the fluid was clear; in another it had a reddish-brown 
color; and in the remainder it resembled the fluid of the large sac. 
The sacs composing the tumor vary in size ; the longest, which composes 
about one-half of the tumor, measures 20 cm. in diameter, and com- 
municates by a rounded opening, 1 cm. in diameter, with a small sac, 
with which most of the other sacs likewise communicate. The thickness 
of the wall of the largest cyst averages ? mm. 

Ridge-like projections of the wall protrude into the interior of the 
cyst for a distance of } cm. In the ridges can be seen a little grayish- 
red tissue, resembling renal tissue, and in the thicker parts of the wall, 
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elsewhere, a little of the same kind of tissue can be seen; but, in gen- 
eral, the cyst wall seems to be composed of dense-gray, laminated 
fibrous tissues. The inner surface of the cyst is in part grayish, glisten- 
ing, and smooth; but the greater portion of it is opaque, somewhat 
roughened, yellowish and reddish in color, and has small bloodvessels 
ramifying over it. The remaining cysts have in general a smooth, gray- 
ish, glistening inner surface, but in some places they likewise present a 
rough, opaque, yellowish deposit, somewhat resembling atheroma. 

These remaining cysts likewise have projecting ridges from their 
walls, in which a little of the supposed renal tissue can be made out, but 
in general the walls are simply fibrous. They vary in thickness from 

mm. Most of them communicate by openings averaging 5 mm. in 

iameter with the large cyst or with the small sac above mentioned, 
into which the large cyst opens. Two of these cysts are completely 
closed, although they present cicatrix-like depressions, corresponding 
doubtless to the former openings, and in one instance a very fine probe 
can be passed through a minute opening in the cicatrix into an adjoin- 
ing cyst. The largest cysts contain a few small, irregular, hard masses, 
% mm. in diameter. 

No communication between the ee ureter and the cyst in the 
concave side, into which most of the cysts opened, could be found. 
Microscopical examination of fresh frozen sections of wall of largest 
cyst showed no definite kidney structure. Frozen sections of supposed 
ureter are confirmative. Scrapings from cyst wall, examined fresh, 
show leucocytes and compound granular bodies. No definite epithelial 
cells made out. 

One litre of contents of tumor received into sterilized flask directly 
from trocar presents a yellowish-white, pus-like appearance, of creamy 
consistence. Sp. gr. 1.030. Reaction, very faintly alkaline. Markedly 
albuminous, coagulating on heating in test-tube. On standing twenty- 
four hours, the uppermost portion somewhat less dense in appearance, 
though there is no distinct sediment. 

On microscopical examinatidn it contains numerous compound granu- 
lar bodies, multinuclear pus-cells, generally fatty degenerated cholesterin 

lates, and here and there highly refractive non-nucleated disks, resem- 
Blin the “ Drysdale” ovarian cell; also, fine acicular fatty crystals, 
singly and in groups. 
ver-slip preparations with aniline stains show no bacteria, though 
the granular matter appears in some instances to resemble micrococci. 
Four Esmarch’s tubes (agar-agar) stab and smear inoculations made 
from cyst contents, placed in thermostat, developed no growths. 

On further examination of hardened specimens, the yellowish ma- 
terial adjacent to the second largest cyst is almost certainly the greatly 
altered supra-renal capsule; it consists of epithelial cells which are 
large and finely granular, some of them containing large drops of fat. 
They are more or less arranged in masses, which are oblong, the longest 
diameter pointing to the centre of the mass, separated from one another 
by a connective tissue rich in cells. Among these epithelial cells there 
are large pale cells, with a horseshoe nucleus filled with granules, evi- 
dently compound granular cells. Adjoining and in the line of the sec- 
tion is a mass of dense connective tissue with a few cells containin 
numerous vessels. About these vessels is a certain amount of cell infil- 
tration. Adjoining this is a mass similar to that first described, in which 
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the bloodvessels are very abundant. This consists of epithelial cells, 
some of them of the ordinary shape and appearance of cells of the 
supra-renal capsule; others very large, pale, and granular. These cells 
lie in spaces smaller than those in the first-described mass ; most of them 
very pale and granular. In the tissue there is a great deal of hemor- 
rhage, which gives the microscopic appearance of pigmentation. Next 
comes a mass of dense connective tissue with few cells, containing 
glandular tissue and ducts lined with low columnar epithelium. 

In the lumen of these a mass of more or less hyaline and granular 
material stained faintly with eosin. On the exterior of the section is a 
small portion of what is evidently the cyst wall. This is lined with a 
layer of vascular tufts, with nowhere complete lining of epithelium. 
The edge of it is composed of rather loose granulation tissue, with large, 
swollen cells. Here and there on the surface of this a few epithelial 
cells can be seen. : 

The second section shows about the same relations. On one end the 
cyst wall covered with papille; back of these a granulation tissue con- 
taining but few cells; and still back of this a dense connective tissue 
containing few cells and enclosing glandular tubules, which frequently 
contain colloid material; the tubules sometimes rather indefinite in 
shape and representing rather masses of epithelium surrounded by con- 
nective tissue. Past this, again, comes the loose connective tissue con- 
taining epithelial cells, which were considered to be the remains of the 
supra-renal capsules. There is a marked endarteritis everywhere, some 
of the arteries being entirely closed. The only. evidence of kidney 
structure is found in the upper portion of the cyst wall, probably cor- 
responding to the areas of kidney cortex. In the walls of the cysts 
themselves no definite layer of epithelium can be made out, though 
here and there, between the papillary projections, a few epithelial ~ 
are seen. The connective tissue is general throughout the mass; it is 
dense and cicatrical, with but few cells. Here and there are areas of 
intense infiltration with round cells. In several places in the cyst are 
points which appear brownish to the naked eye; on microscopical ex- 
amination of this part these are large round openings in the midst of a 
dense tissue, which contains few or no cells; these openings are lined 
with a highly refractive brown material, which forms a distinct layer 
around the openings, and evidently is of a crystalline character. The 
surface toward the lumen is broken and irregular ; it is filled with lines 
radiating toward the centre, and is darker and more solid at the 
periphery. Within these masses, completely filling up the lumen, are 
masses of cicatrical tissue, which come from the surrounding tissue, 
penetrating between the crystalline masses. These structures are evi- 
dently to be regarded as arising from altered renal epithelium. They 
resemble most in color masses of uric acid, and have the same radiating 
lines which masses of these sometimes show. 


The tumor might be regarded as simply a hydronephrosis, but another 
explanation, more probable than hydronephrosis, is to regard the whole 
as originally a congenital cystic kidney. In this case the small cyst 
into which the ureter and most of the larger cysts opened should be 
regarded as the pelvis of the kidney. The larger cysts of which the 
whole tumor is composed were either the original cysts of the kidney, 
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or they have arisen from the continual dilatation of the cysts with 
rupture into one another. This would explain the various ridge-like 
projections on the wall. There might be a hydronephrosis in connection 
with this. 

The supra-renal capsule has evidently been incorporated into the wall 
of the larger cyst in the upper portion of the kidney. Nearly all of 
the renal tissue was destroyed in the process, only here and there small 
remains of tubules can be found, which in most cases have undergone 
the peculiar transformation of their epithelium into the masses re- 
ferred to. 


FAT-DIGESTION. 
By B. K. Racurorp, M.D., 


OF NEWPORT, KY., 
CLINICIAN TO CHILDREN’S CLINIC, MEDICAL COLLEGE OF OHIO, CINCINNATI, OHIO. 


Durine the spring and summer of 1890, in the Berlin Physiological 
Laboratory, I made a study of the fat-splitting properties of pancreatic 
juice. I read a paper on this subject before the physiological section of 
the tenth International Medical Congress, and published a detailed 
aceount of my work in the Journal of Physiology. (a)' 

It is my purpose in the present paper to show what application my 
published experiments (a) may have in explaining fat-digestion. That 
I may do this intelligently, it will be necessary to review our present 
knowledge of this subject. 

C. Bernard believed that pancreatic juice had a twofold action on fats. 
In the first place, he said that when neutral oil and pancreatic juice 
were shaken together an instantaneous emulsion resulted, and in the 
second place, that the prolonged action of pancreatic juice on neutral 
oil would develop fatty acid. He did not in any way associate these 
two processes, and believed them to be due to entirely different proper- 
ties of the juice; the emulsion being an instantaneous process and the 
fat-splitting occurring only after considerable time. And these two 
processes are described as separate and distinct properties of pancreatic 
juice in some of our most recent text-books. But some of the more 
recent German books have, upon the observations of Briicke and Gad, 
taught the relationship of these processes. From the fact that the addi- 
tion of fatty acid to neutral oil makes the mixture readily emulsible in 
an alkaline liquid, they infer that the emulsion of fats in pancreatic 
juice, as observed by Bernard, is not due to an emulsion ferment, but is 


1 Cambridge, Eng., April, 1891. The mark (a), which occurs frequently in the text, 
always refers to my published experiments in the Journal of Physiology. 
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rather due to the development of fatty acid in the fat by the action of 
the pancreatic juice. They believe, therefore, that the first and only 
specific action of pancreatic juice on fats is the splitting of them into 
fatty acid and glycerin, and that by reason of this an emulsion results 
in the alkaline pancreatic juice; but this opinion is a matter of inference 
from the work of Briicke and Gad rather than from actual experiment 
with the juice itself. The special emulsion ferment of Bernard, although 
not disproven, is not believed in by many German physiologists. But 
physiologists very generally believe that the alkalinity of pancreatic 
juice promotes the emulsification of the rancid fats, and this latter 
opinion I have in my published experiments (a) shown to be erroneous. 
We may, therefore, sum up our present knowledge of the action of pan- 
creatic juice on fats in very few words, viz.: it splits neutral fats into 
fatty acid and glycerin. We know nothing about the rapidity nor 
the influence of other agencies on this action. 

Let us now note our present knowledge of the action of bile in fat- 
digestion. The part that bile plays in intestinal digestion seems one of 
the most obscure of physiological problems. 

We know that it has a very decided influence in fat-digestion : this is 
proven by a large amount of clinical and experimental testimony. 
The records of clinical medicine teem with cases showing that in occlu- 
sion of the bile-ducts the fats are imperfectly digested, and experimental 
physiology, by ligating the bile-ducts in animals, has amply confirmed 
this observation. A. Dastre' found that when the bile-duct of the dog 
was ligated and the bile turned into the intestinal canal, midway between 
the stomach and cecum, by making a fistula between gall-bladder and 
intestine at this point, the chyle vessels remained transparent through- 
out that part of the intestine between the stomach and the entrance of 
the bile, and only became milky 15 em. below the point where the bile 
was turned in. 

All of this testimony only gives us the indefinite knowledge that bile 
has some important influence in fat-digestion, but does not give us the 
slightest clue to the manner in which it exerts its wonderful influence. 

We do not know whether it assists in splitting the fats, or in emulsi- 
fying them, or in promoting their absorption, or whether it acts in some 
other mysterious manner; and the contradictory statements of Wisting- 
hausen' and Gréper,’ concerning the question whether or not bile pro- 
motes the passage of fats through animal membranes, have left us entirely 
at sea on this important point. In fact, our only definite knowledge 
concerning the action of bile in intestinal digestion is that it prevents 
putrefaction, but what influence this anti-putrefactive action of bile may 


1 Arch. of Phys. and Pathol., Paris, 1890. 
2 Arch. fiir Anat. und Phys., 1873. 3 Tbid., 1879. 
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have on fat-digestion we do not know. We may, therefore, say that we 
are entirely ignorant of the manner in which bile acts in promoting the 
intestinal digestion of fats. 

One fact is quite well established in the physiology of fat-digestion, 
viz., that splitting of fats is an important, if not necessary, preliminary 
step in fat-digestion. But while physiologists agree that the splitting 
of fats is an important factor in their digestion, there is a great difference 
of opinion as to the extent of the splitting required—some believing that 
only sufficient acid is developed in the fat to make it emulsible in an 
alkaline liquid, and others that all the fat must be split into fatty acid 
and glycerin before it can be absorbed. With this introduction we will 
now note the conclusions which I have reached by my experiments (a), 
and then show what application they may have in fat-digestion : 

1. Heating neutral fats will develop in them fatty acid, and, there- 
fore, make them emulsible in an alkaline liquid. The cooking of fats 
will, therefore, by developing in them fatty acid, assist in their diges- 
tion. 

2. Pancreatic juice has the property of rapidly splitting neutral fat 
into fatty acid and glycerin. This action is so rapid that it may develop 
54 per cent. of fatty acid in seven minutes, and all the fat may be split 
into fatty acid and glycerin in less than an hour. These figures are 
taken from pancreatic juice acting in test-tubes at room temperature. 

3. Pancreatic juice splits fats almost twice as rapidly at body (37° C.) 
as at room (18° C.) temperature. It can, therefore, develop in neutral 
olive oil 54 per cent. of fatty acid in four minutes, and split all the oil 
in half an hour. 

4. Pancreatic juice of the rabbit does not contain an emulsion ferment ; 
it does not even furnish good conditions for giving an emulsion with oil 
containing fatty acid. 

5. The presence of bile or of a + per cent. solution of hydrochloric 
acid, or of both, not only forbids the formation of emulsions, but they 
also exercise a destructive influence on newly formed emulsions. 

6. An equal amount of fresh rabbit’s bile will, on being added to 
rabbit’s pancreatic juice, greatly hasten its fat-splitting action in the 
ratio of 3} to 1. 

7. An equal quantity of a t per cent. solution of hydrochloric acid 
will, on being added to pancreatic juice, retard its fat-splitting action in 
the ratio of 3 to 1. 

8. A mixture of equal quantities of bile and a + per cent. hydrochloric 
acid solution will, on being added in equal quantities to pancreatic juice, 
greatly hasten its fat-splitting action in the ratio of 4to1. The bile 
not only neutralizes the retarding influence of the hydrochloric acid on 
the fat-splitting properties of the juice, but it really acts more powerfully 
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in hastening the action of the juice when in the presence of this acid 
than it does when acting alone. 

9. If one part of pancreatic juice be diluted with five parts of a + per 
cent. carbonate of sodium solution, its fat-splitting properties will be 
greatly retarded in the ratio of 1 to 8, and further dilution with soda 
solution gives greater retardation ; this property of the juice being prac- 
tically destroyed when it is ten times diluted with soda solution. 

We may summarize from the above propositions as follows : 

a. Pancreatic juice can, acting alone, do a certain piece of work in 
x minutes, viz., develop in neutral olive oil a certain quantity of fatty 
acid. 

b. Pancreatic juice acting in the presence of five parts of a } per cent. 
solution of sodium carbonate will require eight « minutes to do the 
same work, and in the presence of ten parts of the same soda solution its 
action will be almost destroyed. 

c. Pancreatic juice acting in the presence of an equal quantity of a + 
per cent. solution of hydrochloric acid will require } x minutes to do the 
same work. 

d. Pancreatic juice acting in the presence of an equal quantity of a 
mixture of bile and a } per cent. hydrochloric acid solution will require 
only + « minutes to do the same work. 

From the last two propositions we may make another : 

e. If bile be added to pancreatic juice which is acting in the presence 
of HCl, the fat-splitting action of the juice will be hastened as } to t, or as 
6 to 1; and reversely, if the bile be cut off from pancreatic juice which 
has previously been acting in the presence of both bile and hydrochloric 
acid, the fat-splitting properties of the juice will be retarded as 6 to 1. 

APPLICATION OF THESE PRINCIPLES TO Fat-piGEsTion. — During 
the process of cooking, as we have seen (a), a considerable percentage of 
fatty acid is developed in fat, so that the fat in the food passes into the 
stomach not as neutral, but as rancid’ fat. In the stomach, so far. as we 
know, the rancidity of the fat is not increased, but it is mixed with 
hydrochloric acid, and, therefore, passes into the duodenum very much 
increased in acidity. The contents of the stomach, as it passes into the 
duodenum, contained } per cent. of hydrochloric acid. The fat, there- 
fore, enters the duodenum as part of such an acid mixture, and in such 
a state is subjected to the action of pancreatic juice. 

Pancreatic juice has the property of rapidly splitting neutral fat into 
fatty acid and glycerin ; acting alone at room temperature it can develop 
in neutral olive oil 54 per cent. of fatty acid in seven minutes, and at 
body temperature it can develop this amount of acid in four minutes, 
and split all the oil in about half an hour. This indicates the rapidity 


1 Rancid fat means fat containing fatty acid. 
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of action of pure pancreatic juice on neutral olive oil, but such are not 
the conditions found in the duodenum. The fat in the duodenum is not 
subjected to the action of unadulterated pancreatic juice, but to pancre- 
atic juice mixed with bile. The bile and pancreatic juice are poured 
through a common opening into the duodenum, and are, therefore, mixed 
before they come in contact with the fat. Of great physiological impor- 
tance, therefore, is the conclusion to which I have arrived—that an equal 
quantity of bile will hasten the fat-splitting action of pancreatic juice as 
34to1. The preliminary mixing of bile with pancreatic juice enables 
the juice to do 3.2 times the work it would otherwise do. It is a fact 
here worthy of note, that we have in this expediting action of bile on the 
fat-splitting properties of pancreatic juice at least one of the physiological 
reasons for the union of the bile and the pancreatic ducts in the car- 
nivora. It may be well here to refer to the fact that bile alone does not 
split fats (a). Its action, therefore, in assisting pancreatic juice is purely 
indirect, and is, therefore, the more remarkable. 

We have in the above an indication of the rapidity of action of a mix- 
ture of bile and pancreatic juice on pure neutral olive oil. But such are 
not the conditions found in the duodenum, where, as we have above 
stated, the fats are mixed with a + per cent. solution of hydrochloric 
acid. We must, therefore, see what influence a mixture of bile and 
hydrochloric acid will have on the fat-splitting properties of pancreatic 
juice, for it is in the presence of such a mixture as this that the juice 
must act in the normal duodenum. Of great physiological importance, 
therefore, is the conclusion to which I have arrived by test-tube experi- 
ments (a), that a mixture of bile and hydrochloric acid hastens the fat- 
splitting action of pancreatic juice as 4 to 1. If pancreatic juice can, as 
stated above, develop 5} per cent. of fatty acid in four minutes, then the 
same juice can in the presence of bile and hydrochloric acid do the same 
work in one minute. Again, if pancreatic juice can, acting alone, split 
all the oil into acid and glycerin in thirty minutes, then in the presence 
of bile and hydrochloric acid it can do the same work in about eight 
minutes. 

The above figures are taken from test-tube experiments (a), and the 
fat used was neutral olive oil. Now, as I have shown elsewhere (a), olive 
oil is very easy of decomposition. The fat in the food is, therefore, not, 
on the average, as readily decomposed as olive oil, and there must neces- 
sarily be many other sources of error in attempting to imitate the condi- 
tions found in the intestinal canal. 

The above figures, therefore, are thought to be only relatively and 
approximately correct, but it is my belief that they are sufficiently accu- 
rate to indicate that the agencies acting in the healthy duodenum furnish 
the very best known conditions for hastening the fat-splitting properties 
of pancreatic juice, and chief among these agencies are: the body tem- 
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perature, the presence of bile and hydrochloric acid, and the peristaltic 
movements of the duodenum, which insure the mixing of its contents. 

That fats are split with great rapidity under the very favorable con- 
ditions furnished by the duodenum is a physiological fact of great im- 
portance, for it is quite evident that if this rate of fat-splitting be 
continued as the food passes down the small intestine, all the fat would 
be split into acid and glycerin long before the period required for in- 
testinal digestion. One of two things must therefore occur—either all 
the fat is split, or some agency exercises a retarding influence on the 
fat-splitting process as the food passes down through the intestine; but 
I shall have more to say on this point when we come to study the 
changes that occur in fat after it leaves the duodenum. 

Let us now inquire what influence the conditions furnished by the 
healthy duodenum would have on the formation of emulsions. I have 
shown by my experiments (a) that pancreatic juice not only does not 
contain an emulsion ferment, but that it does not even furnish good 
conditions for giving an emulsion with oil containing fatty acid. The 
alkali in the juice seems to be in some combination which does not 
readily allow it to combine with the fatty acid to form a soap, and this 
we have seen (a) is a necessary preliminary step in the formation of a 
permanent emulsion. But the most important fact bearing on the 
formation of emulsions in the duodenum is that the agents, bile and 
hydrochloric acid, the most important in furnishing the favorable con- 
ditions for the splitting of fats, are the very agents which forbid the 
formation of an emulsion. An emulsion not only cannot torm in the 
presence of bile and hydrochloric acid, but these agents actually destroy 
newly formed emulsions (a). It seems, therefore, that the conditions 
furnished by the normal duodenum are as admirably adapted to prevent 
emulsion-forming, as they are to promote fat-splitting. We may there- 
fore in a few words sum up the changes occurring in fats in the duo- 
denum, viz.: fats are rapidly split, but not emulsified, in the normal 
duodenum. 

The rancid fat leaves the duodenum, and passes into the jejunum, and 
on downward through the small intestine ; there it comes in contact with 
the intestinal juice and other agents which have an influence on its 
digestion. 

But, first, let us note certain anatomical conditions which may have 
an influence in fat-digestion. The horseshoe shape and the compara- 
tive immobility of the duodenum will make the rate of passage of food- 
stuffs through it comparatively slow, and in that way contribute to the 
fat-splitting by exposing for a longer time the fats to the fat-splitting 
agencies acting under the most favorable conditions. But as the fats 
leave the duodenum, they pass at once into the larger, and more freely 
movable, descending jejunum, and their rate of passage through this por- 
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tion of the intestine would therefore be much more rapid than through 
the duodenum, and the influence of the bile and hydrochloric acid on the 
fat-splitting properties of pancreatic juice would be rapidly lost in dilu- 
tion with the intestinal contents. These anatomical conditions have 
much more significance when considered in the light of my observation 
(a) that five parts of a } per cent. carbonate of soda solution will greatly 
retard the fat-splitting properties of pancreatic juice in the ratio of 1 
to 8, and that ten parts practically destroy this property; since we 
infer from this that intestinal juice which contains this percentage of 
soda will have the same retarding influence. This retarding influence 
of the intestinal juice begins as soon as the food leaves the duodenum, 
and is the more rapidly felt the more rapidly the food is hurried along the 
jejunum. It would seem, therefore, that the conditions in the small in- 
testine below the duodenum are most unfavorable to fat-splitting, and it 
is probable that they very greatly retard, if they do not entirely check, 
the fat-splitting process. 

Let us now consider what influence the conditions found in the jeju- 
num and ileum may have on the formation of emulsions, and in consid- 
ering this question it will be necessary to keep constantly in mind one 
important fact, viz.: when rancid fat is mixed with a } per cent. car- 
bonate of soda solution, a good, permanent emulsion always results (a). 

The intestinal mucous membrane of the jejunum and ileum is, during 
digestion, constantly bathed with intestinal juice, which we have before 
stated contains about } per cent. of carbonate of soda. The rancid fat 
passing alone the intestine must, in being absorbed, come in contact with 
this + per cent. solution of carbonate of soda; this being the case, more 
or less emulsion would necessarily result, this emulsion occurring just 
at the mucous surface, and probably just prior to resorption. This seems 
to me to be an inevitable conclusion from the conditions existing in the 
small intestine. This explanation does not comprehend the emulsifica- 
tion of all the fats in the small intestine, but only such a part of it as, in 
the process of resorption, passes through the alkaline coating on the 
mucous membrane. That the fat in the lumen of the small intestine is 
often not emulsified, and that the intestinal contents are sometimes acid, 
argues nothing against the above application of existing facts. I do not 
wish to express the belief, however, that the emulsification of fats is 
necessary to their resorption, for this I do not believe.’ A portion of the 
fat may pass into the villi in the form of soluble soap. This is, in fact, 
very probable, since in the conditions above named, soap-formation is the 
chemical force which produces the emulsion. Where the intestinal con- 
tents are very rancid, it is quite probable that soap-formation, independ- 
ent of any influence it may have in forming emulsions, is an important 
preliminary step to fat-resorption. All I wish to insist upon is that the 
conditions found in the intestinal canal clearly indicate that emulsion- 
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forming is also one of the preliminary steps to fat-resorption, and I may 
add that to my mind it is the most important step. 

Milk is a physiological emulsion that is absorbed when thrown into 
the rectum, and may be taken and digested by animals in which both 
bile and pancreatic ducts have been ligated. This is sufficient proof 
that the emulsion of the fat in milk is an important preliminary step to 
its resorption, and would lead us to infer that the proper emulsion of the 
fats in the intestine would in like manner promote their absorption. But 
it is not the purpose of this paper to enter further into the subject of fat- 
resorption. Having traced the fats through the various stages of their 
digestion until they are almost, if not quite, prepared for resorption, we 
can return to the consideration of certain interesting and practical ques- 
tions, which were omitted because they had no direct bearing on the 
question under consideration. 

That hydrochloric acid retards the fat-splitting properties of pancreatic 
juice is a fact of considerable clinical and pathological importance, since 
this retarding influence would be felt when the bile was shut off from 
the intestinal canal by occlusion of the bile-ducts from any pathological 
cause. We have elsewhere (a) shown that this retarding influence of 
hydrochloric acid may be represented by the ratio of 3 to 1, and 
that the expediting influence of bile in the presence of hydrochloric 
acid may be represented by the ratio of 4to1. If, therefore, the bile 
be shut off from the intestinal canal, its expediting influence on the fat- 
splitting properties of pancreatic juice would not only be lost, but the 
retarding influence of the hydrochloric acid would be felt, and the work 
done by pancreatic juice before and after the shutting off of the bile 
would be represented by the ratio of 4 to 3, or 6 to 1. All physi- 
ologists agree that a certain amount of fat-splitting is necessary to fat 
digestion, and we may, I think, take for granted that no unnecessary 
fat-splitting takes place during normal digestion. About 10 per cent. 
of fatty acid in oil gives the best spontaneous emulsion at body temper- 
ature (a), and more or less acid than this does not give a perfect emul- 
sion. We infer from this that about 10 per cent. of fatty acid is devel- 
oped in intestinal fat preparatory to its emulsion and resorption. But 
whatever amount of fat-splitting normally occurs, we may be quite 
certain that natural selection has provided the conditions under which 
this amount of fat-splitting may take place. For example, the com- 
parative immobility of the duodenum, its horseshoe shape, its diminu- 
tion in calibre, and its close attachment to the head of the pancreas— 
all, no doubt, have an influence on the rate of passage of food-stuffs, 
and this rate, which is chiefly controlled by these and other anatomical 
conditions, was established to accord with normal digestive functions. 
By this mechanism the fats are exposed to the action of pancreatic 
juice just long enough to allow for whatever action that juice may have 
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in fat-digestion. With these anatomical facts in mind, we are better 
prepared to appreciate the important part that bile plays in the intes- 
tinal digestion of fats. Let us suppose that under normal conditions 
the fats are exposed in the duodenum to the action of pancreatic juice 
for x minutes, which time is sufficient for whatever fat-splitting is 
necessary at this point. Now if the bile is cut off, the rate of passage 
of the food-stuffs, being controlled by anatomical conditions, would re- 
main the same, and the fats would still be exposed to the action of the 
juice for only x minutes. But since in the absence of bile the pan- 
creatic juice is able to accomplish only one-sixth of the fat-splitting 
which it normally does, it would follow that the fats would pass the 
duodenum with only one-sixth of the splitting that normally occurs; 
and since the splitting of fats is a necessary preliminary step in their 
digestion, it would follow that the fats would pass in great part undi- 
gested. This gives to bile a most important and definite position 
among the juices which assist in fat-digestion, since we have here 
pointed out one of the ways in which it exerts its well-known influence. 
We have now an explanation of the pale, fatty stool that occurs when 
the bile-ducts are occluded from any cause. The fatty stool will also 
occur when the pancreatic secretion is shut off from the intestine, but 
it should contain less fatty acid, and not have the paleness and putridity 


of the fatty stool due to occlusion of the bile-ducts. We should also 
have fatty stools when the intestinal juice is absent or deficient because 
of a failure in fat-resorption, and the characteristic of the fatty stool 
due to this cause would be the large amount of fatty acid it con- 
tained. 


NOTES OF A VISIT TO THE LEPER HOSPITAL AT 
SAN REMO, ITALY.’ 


By Louis A. M.D., 


PROFESSOR OF SKIN DISEASES, UNIVERSITY OF PENNSYLVANIA. 


From time to time during my professional life I had heard from 
various sources of the leper asylum at San Remo. On the occasion of 
my last visit abroad, while stopping at this town for a few days, I was 
pleased to avail myself of the opportunity of inspecting the institution. 
A few brief memoranda were made at the time, which I now present to 
this Association. San Remo, as everyone knows, is one of the most 
attractive towns and winter-resorts of the famous Riviera. It is built 


1 Read before the American Dermatological Association, September, 1891. 
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upon a series of steep hills which rise abruptly from the Mediterranean. 
At the back of the town, upon the summit of a lofty hill, at an elevation 
of four or five hundred feet above the sea, stands the hospital, which is 
officially designated “ Spedale Civico Mauriziano di San Remo.” It is 
under the care of Dr. Luigi Peracca, medical director, to whose cour- 
tesy I am indebted for the information obtained concerning the institu- 
tion and for the histories of the cases. The building is old, and would 
hardly be brought forward as a model hospital. It was somewhat of a 
surprise to find the so-called “ leper hospital,” as I had always heard the 
institution spoken of, in reality only a ward in the general hospital set 
apart for lepers, which apartment adjoined and communicated with the 
ward for general diseases, the lepers, therefore, not being strictly seg- 
regated. There were only few cases of leprosy in the hospital—two 
men and two women. Upon remarking at the small number of cases, 
Dr. Peracca stated that but few new cases of late had been admitted, 
and that latterly some of the older patients had died. The admission of 
lepers to the hospital is not obtained without difficulty, it being necessary 
first to procure a permit from the Minister of the Interior at Rome. 
Such preliminary proceedings being required, doubtless many cases of 
the disease are permitted to escape and to run at large throughout the 
kingdom. I had the opportunity of carefully examining the cases 
referred to, and made at the time the following notes : 


Case I.—Giovanni Elleno, a man, aged twenty-seven, but looks ten or 
fifteen years older. The disease is of the tubercular variety, and is chiefly 
developed on the face, as shown in the photograph (Fig. 1). Heisa native 
of Diana Marina, a town a few miles from San Remo, and has been 
affected with the disease for five years. The whole of the face, includ- 
ing the lips and ears, is extensively invaded. The hands, forearms, 
elbows, and feet are also involved. Some of the lesions are superficially 
ulcerated and are covered with blackish crusts, especially on the lips. The 
first symptoms manifested themselves five years ago, during a four years’ 
sojourn in Marseilles. He is not able to give any history or to suggest 
any probable or possible cause of contagion. His parents and family 
have always been healthy. Nothwithstanding the ravages of the disease 
upon the skin, he still remains hearty and strong, and fine 
muscular development. All treatment has proved unavailing. 

Case II.—Giovanni Borgagno, thirty-three years of age, a native of 
Perinaldo, near San Remo. One can scarcely believe the man to be so 
old, for he does not look more than twenty. The disease first appeared 
seven years ago, and (as in the case of Elleno) began during a five years’ 
sojourn in Marseilles. There is no special history, and the man’s parents 
and family are healthy. The disease is of the mixed variety. He is 
spare, thin, and ill-nourished, and the skin generally is dry and shriv- 
elled, and in some localities looks ichthyotic. The face is not affected. 
On the forearm there are several dime and quarter dollar sized, ill- 
defined, reddish macules, and on both knees irregularly shaped, flattened, 
tubercular infiltrations. On the ball of the great toe of the right foot 


296 DUHRING, THE LEPER HOSPITAL AT SAN REMO. 


there exists a circumscribed reddish, brownish ulcer, the size of a quar- 
ter dollar, with a central deep cavity with some destruction of bone. 
The fingers are crooked and atrophied, with the skin drawn tightly 
over them. In the palms are irregularly shaped, ill-defined macules, 


Fig. 1. 


the skin being harsh and even rough. The face and the rest of the 
general surface are free. The manifestations, taken together, are more 
macular than tubercular. 

Case III.—Giovanno Biancheria, aged twenty-two, a native of Castel 
Vittorio, near San Remo. She, like Elleno, looks much older than is 
. the case, and would be taken for forty-five rather than twenty-two. She 
has been affected for five years. The disease began while she was residing 
in Lyons, France. Both eyes are undergoing ulcerative destruction, the 
tongue is ulcerated, and the lips are crusted. (See Fig. 2.) The hands 
and feet show the tubercular or nodular variety. 

Case 1V.—Letitia Bermondi, aged forty-two, but looks older. She 
is a native of Montaldo, in Liguria. The disease is of the macular and 
atrophic variety. The skin everywhere is pale, yellowish, and dry. 
Her stature is small and the body dwarfish, ill-nourished, and looks 
mummified. There is almost complete loss of toes and fingers, the result 
of absorption, without ulceration. The early history is meagre. 
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Fie. 2. 


In looking over these few cases it is striking that three out of four 
should have first manifested the disease after a prolonged stay in France, 
and two of them in one city, Marseilles. All of them developed appar- 
ently de novo, and without known cause. The parents and family in all 
cases were reported healthy, and there is no account of supposed con- 
tagion from contact with other lepers. As to treatment, there is nothing 
special to be said, beyond mentioning the fact that varied external and 
internal remedies, such as are known to all, had been employed in vain 
from time to time. 


VoL. 103, No, 3.—Marcu, 1892, 
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A SysTeM OF PRACTICAL THERAPEUTICS. Edited by Hopart AMorRyY 
Hare, M.D., Professor of Therapeutics and Materia Medica in the Jeffer- 
son Medical College of Philadelphia; assisted by WALTER CHRYSTIE, 
M.D., late Physician to St. Clement’s Hospital, and Instructor in Physi- 
cal Diagnosis in the University of Pennsylvania. Vol. I. Pp. viii., 1052. 
Philadelphia: Lea Brothers & Co., 1891. 


Tue first volume of this System of Practical Therapeutics treats of— 
General Therapeutic Considerations; Prescription-writing ; Remedial 
Measures Other than Drugs; Preventive Medicine; Diathetic Diseases 
and Diseases of Nutrition. The object of this and the volumes that are 
to follow is to provide the practitioner of medicine with reliable and 
helpful information concerning the best and most recent methods of 
curing disease. 

General Therapeutic Considerations, rape practically an introduction 
to the work, were wisely intrusted to the able pen of Professor Horatio 
C. Wood. Although the exact scope of his contribution might be diffi- 
cult to determine, yet his eighteen-page paper is a good exposition of 
therapeutic methods, dosage, and rules for the combination of drugs. 
He discusses the four possible methods of therapeutics: 1, empiricism ; 
2, treatment by some law of symptoms; 3, scientific therapeutics; 4, a 
combination of two or more of these three plans. Scientific therapeutics 
should always consider the cause and course of the disease, the method 
of death, the basal conditions which underlie the symptoms, and the 
remedial forces at hand. As our ignorance, more often in the region of 

athology than in that of therapeusis, hampers us, a method which com- 
Gen science and empiricism is the one that must be used. He treats 
of the question of dosage and the combining of drugs in a way that 
appeals to every practical physician who hopes to improve his work by 
greater scientific accuracy. ‘ 

Professor Joseph P. Remington occupies eighty pages with a carefully 

repared paper on “ Prescription-writing and the Combination of 
Drugs.” Although there is considerable material that is elementary, 
better suited to a text-book for students—and we presume that it is not 
for them but for physicians that this book is written—yet there is much 
that is of great value, because it is accurately stated. The fac-similes 
of prescriptions, although previously published, should be a forcible 
object-lesson to lazy, careless, or ignorant practitioners. 

Remedial Measures Other than Drugs are discussed in six papers, 
covering about four hundred pages. The paper on “ Electro-Thera- 
peutics,” by the veteran, Dr. A. D. Rockwell, is written in the author’s 
well-known style. He explains fully the subject of current differentia- 
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tion, dosage, and methods of electrical application. The use of elec- 

f tricity in the treatment of nervous diseases is quite satisfactory, while 

its use in gynecology and obstetrics is hardly equal to the work that has 
been done by several prominent electricians. “the subject of “ Catapho- 
resis” is one that is exciting considerable attention, and a full discussion 
on this point would have been timely. The author deserves much com- 
mendation in that he has not allowed himself to be led into making 
extravagant claims for a valuable agent. 

The “ Rest-Cure for Neurasthenia and Hysteria” is the subject of a 
¢ carefully prepared paper by Dr. John K. Mitchell. Although nothing 
new is presented, yet it gives a clear and concise statement of the way 
in which this method is to be carried out. 

Dr. Benjamin Lee has profusely illustrated his paper upon “ Swedish 
Movements and Massage,” basing his work upon that of Ling and his 
followers. The diseases enumerated are as varied as the explanations 
advanced for the improvement that has been remarked after the em- 
ployment of these methods. The paper is encumbered with a somewhat 
formidable nomenclature. 

“General Exercise” is the subject of a well-written article by Dr. Ed- 
ward Mussey Hartwell, in which its physiology is stated. This article, 
taken in connection with the last, gives a very comprehensive view of 
these so closely connected subjects that in the reading we have noticed 
a repetition of the same statement by the other writer. 

The section devoted to “Climate” was wisely intrusted to Mr. S. S. 
Edwin Solly, who has devoted so much time to this subject. He has 
made a very readable contribution and one particularly adapted to the 
use of the American physician. The classification adopted is as good 
as any, while the practical deductions from his observations—the indica- 
tions for a change of climate—are warranted ky the facts, and contrast 
very strongly with the extravagant statements so often indulged in by 
untraveled writers. 

Dr. Simon Baruch writes an exhaustive paper upon “ Hydrotherapy 
and Mineral Springs.” There is evidence of painstaking research, and 
in the modern work one finds that the papers of thirty years ago have 
been levied upon. Considerable of this section has already appeared 
within the past few years in current literature, the more extensive use 
of water as a remedial — having been urged with all the powers of 
persuasion possessed by the author. Yet we cannot agree with him that 
hydrotherapy has not, as yet, received due recognition in this country, 
d for during many years there have been numerous institutions in which 
hydriatic methods have achieved as much success as could be expected, 
for the hopes of their proprietors have demanded that no theory remain 
untested in practice and that no appliance should exist without being 
used. As a commercial venture it has been employed by men of intel- 
ligence and education. Water for cleanliness is essential, and the 
methods that are credited to the author, to raise the standard of clean- 
liness among the poorer population, are commendable, but these methods 
are hygienic rather than therapeutic, as the word is usually understood. 
This part of the paper is open to criticism, because in a system of thera- 
i peutics we justly expect a calm, impartial statement, which may be a 
j guide to the practising physician, and not a special plea for measures 
that have been already in use for many years. As an illustration, we - 
may cite the method of treating typhoid fever which is known under the 
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name of Brand, and which has been the subject of many discussions, and 
whose published results have been very justly questioned. For when an 
essential of success is the commencement of treatment at a time when 
few physicians feel absolutely certain of the diagnosis, and the fact that 
it meets but a limited number of indications, extravagant laudation 
only hastens the time when the reaction comes, and it is likely to 
be esteemed below its true worth. We feel that American medical 
practitioners are not so ignorant upon the subject of hydrotherapy as 
our author would have us believe, and that they appreciate the true 
value of these measures and use them when fitting occasion presents 
itself. At these times this paper will be useful, for the technique is 
fully explained. The subject of mineral springs is one that has not 
received the attention it deserves, for our springs are numerous and 
equal in value to those of Europe that are so much lauded. The 
difficulty seems to consist in finding a physician of wide clinical experi- 
ence, extensive reading, and judicial mind, who has opportunities for 

rsonal observation and who will give to the profession the results of 

is long and painstaking study. The report in question is brief, leaving 
an impression in the mind of the reviewer that the writer was far more 
interested in the use of pure water at home than in the influences of 
various mineral waters—together with freedom from work, with change 
of scene and interest, and a regulated diet, at a point where all these 
resources could be placed under contribution. 

Preventive Medicine occupies nearly two hundred pages, aud the first 
paper, by Dr. Henry B. Baker, on “ General Sanitation,” is excellent in 
its conciseness and in the incisive logic of undoubted facts. Dr. George 
E. Sternberg handles the subject of “ Disinfection” in a manner that is 
at once scientific and fully abreast of the times, and this paper on a 
subject not ordinarily interesting was found to be so full of practical 
suggestions that it commands attention. Although the author proves 
his right to speak ex cathedrd by evidence of personal experimental work 
that is found on every page. yet he adds a brief but comprehensive bibli- 
ography. Dr.J. William White, in “ Antisepsis and Asepsis,” preaches 
the gospel of surgical cleanliness, and indeed writes so fully that even 
the surgeon need not have reference to special works, and so clearly 
and logically that the average practitioner may thoroughly learn his 
lesson therein. The section is concluded by an extensive paper by Dr. 
I. Burney Yeo, on “ Nutrition and Foods,” including the treatment of 
“Obesity and Leanness.” In this paper we are pleased to note a sin- 
gular and remarkable absence of evidences of hobbies. The paper is 
scientific, practical, and not based on only a single idea. The application, 
in directing special foods in particular diseases, is carefully written, 
based on accepted theory, and will appeal to the physician as he seeks 
to obtain for his patient the best possible nourishment for one suffering 
from that particular disease. The fairness of the author and his ex- 
tensive reading have made this contribution a valuable one. 

In taking up the five papers of Diathetic Diseases and Diseases of 
Nutrition, “ Tuberculosis, by Dr. Solomon Solis-Cohen, is by far the most 
valuable paper in this volume. It is encyclopedic in character, just 
in criticism of the work of others, and giving due acknowledgment, in- 
tensely practical, and, indeed, an accurate portrayal of the state of our 
hecaiedee of the treatment of tuberculosis in the closing days of 
1891. Written with a faith in the curability of the lesions of tubercu- 
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losis, by one whose field of observation has not been bounded by the 
walls of the dead-house or the laboratory, by one who is entitled to gen- 
eralize from the results of broad observation of clinical work, this paper 
represents the best of American yong Believing that in defective 
nutrition we have the findamental factor in the production of tubercu- 
lous diseases, he enters into a scientific explanation of the causation of 
hypotrophy. Prophylaxis in avoidance of infection, food, treatment of 
sputa, reinforcement of vital energy of the patient in choosing his resi- 
dence, selecting his clothing, regulating his diet, rest, and exercise, using 
water and air, all receive due attention. The medicinal treatment of 
tuberculosis, in these latter days of ——— nihilism, thanks to the 
clinicians who have based their practical work in medicine upon the 
findings of necropsies, has been considered of little importance ; here, 
however, it receives due consideration. Therapeutic nihilism is fast 
passing away under the influence of men who, like our author, believe 
that the chief aim of a physician is to relieve suffering, and that all 
other departments of medicine are useful only so far as they determine 
therapeutic indications. We do not find here a simple catalogue of 
remedies but an intelligent criticism of their value, with frequent prac- 
tical suggestions for the various conditions that may arise and com- 
plications that may occur. The lesions of special structures are taken up, 
and here, especially, we find a great number and variety of resources at 
our command. One cannot master this work without feeling that even 
tuberculosis, formerly considered refractory, now has become amenable 
to treatment. 

Dr. Walter Chrystie presents a short but satisfactory paper on 
“Serofulosis and Rhachitis,” in which he gives a careful summary of 
our best and most exact knowledge upon these subjects. 

“ Acute and Chronic Articular Rheumatism, Rheumatoid Arthritis, 
and Gout,” is the somewhat complex title of a far too brief paper by 
Dr. James Stewart. While this article is a practical one, the author 
prefers to confine himself to a few remedies that have stood the test 
of time and experience rather than to discuss a larger number. 

Thanks to improved dietetics, scurvy is now a very rare disease, but 
the brief paper by Dr. John B. Hamilton is well worthy of a place in 
this work. 

The paper with which this volume closes is by Dr. Frederick A. 
Packard upon the subject of “Diabetes Mellitus.” Although the 
author does not use, as a basis for determining the indications of treat- 
ment, the elaborate classifications in vogue in Europe, yet he gives an 
excellent view of the well ascertained facts and accepted methods of 
treatment. The paper is eminently practical ; the remedies are selected 
more on account of the results which come from use rather than from 
theoretical considerations. 

A careful reading of this volume convinces us that it is fully the 
equal in scholarship of the other systems that have been published 
during these past few years. It certainly is a valuable.work for the 
practising physician. That it is the most complete presentation of the 
subject that can be made at the present time is by no means certain. The 
difference in value of the papers is painfully apparent. Several are dif- 
fuse; a few but partially cover their field. A complete bibliography 
at the end, with references in the body of each paper, would have been 
acceptable to the accurate physician who wishes to consult original 
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~ and a more elaborate index would add to the value of the work. 
e await the appearance of the remaining volumes with interest, and 
believe that they will deserve a place in the library of the men who are 
the bone and sinew of the profession. The volume is a model of the 
bookmaker’s skill. R. W. W. 


A MANUAL OF VENEREAL DISEASES. BEING AN EPITOME OF THE MOST 
APPROVED TREATMENT. By Everett M. CuLver, A.M., M.D., Pathol- 
ogist and Assistant Surgeon to the Manhattan Hospital, etc., and JAMES 
R. HaypeEn, M.D., Chief of Venereal Department, Vanderbilt Clinic, etc. 
8vo, pp. 294, with 33 illustrations. Philadelphia : Lea Brothers & Co., 1891. 


Tuis live and timely little volume treats of Gonorrhea and its Com- 
plications, Chancroid, and Syphilis in a most entertaining style not 
uncommon in the smaller medical books of the day, and which, while at 
times bordering upon raciness or flippancy, yet is refreshing and does not 
prevent the conveyance of solid and useful instruction when originating 
from a competent pen. 

Little space is devoted to theoretical considerations. The work is essen- 
tially practical, being written in the belief that “as a nation we do not 
care for the ultimate rootlets of knowledge,” but that “ we wish to gras 
the convergent point where the rays centre; we desire that truth that 
will do us the most good in the very shortest time.” Without entering 
upon a discussion of this conviction (for fear, perhaps, that we might be 
compelled to acknowledge its truth), we must credit the authors with 
having produced a really needed work which should be read by every- 
one who may treat venereal disorders, and are confident that the more 
closely its teachings are followed the less will be that dreadful sum of 
unnecessary suffering which has resulted from maltreatment of venereal 
diseases. The wholesome conservatism of the book is almost surprising 
in this age of radicalism and supposed precision, and is doubly valuable 
and significant as coming from men who have grown up under teachings 
so diverse from their own. 

The sections treating of Gonorrhea and its Complications, comprising 
the first one hundred and sixty-six pages, are written by Dr. Culver 
with pleasing individuality as to both style and handling of his subject. 
Here are sketched the symptoms, course, termination, complications, 


treatment, and ethical considerations of gonorrhea. The gonococcus is . 


practically acknowledged to be the sole cause of gonorrhea, but we are 
also told that it is our duty to teach that “there is no reason why a man 
may not contract a discharge from his honest bedfellow.” All abortive 
a radical treatment of gonorrhea, also local treatment before the 
chronic stages are reached, is strongly condemned. Conservatism is 
the watchword throughout. Treatment down to most minute details is 
amply set forth. 

tricture of the urethra is defined as “a pathological condition of 
connective-tissue growth sufficient to interfere with the normal functions 
of the genito-urinary tract,” and the general treatment advocated 
therefor is very gradual dilatation, never internal urethrotomy, except in 
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urgent cases or where the stricture is “ resilient’—that is, a stricture 
that “will stretch like an elastic band and then contract again.” In- 
ternal urethrotomy behind the triangular ligament is condemned under 
all circumstances, and external urethrotomy is as strongly’ urged for all 
strictures in this situation not curable by dilatation. Urethrotomy is 
condemned, as above, mainly for the reasons that as much can be secured 
by dilatation; that in either case dilatation must be indefinitely con- 
tinued afterwards, and because the operation is far from being without 
inherent dangers. Divulsion is described as barbarous, unskilful, and 
a thing of the past. Cocaine as a urethral anesthetic is condemned as 
an unsafe agent. 

Certain of the complications of urethral gonorrhea, such as gonor- 
rhea of other mucous membranes, gonorrheal rheumatism, and acute 
and chronic gonorrhea] affections of the seminal vesicles (a knowledge 
of which conditions appears destined to revolutionize our ideas of the 
pathology and treatment of disorders of this region), and of the Fallo- 
pian tubes and peritoneum, receive neither mention nor consideration. 
On the other hand chancroid is described, but very well described, 
under the general heading of “ Gonorrhea and its Complications.” 

The chapters devoted to Syphilis are acceptably written by Dr. Hayden, 
presenting an abstract of the most generally taught doctrines of the 
subject, and following the general lines of one or two monographs of 
great popularity. The manifestations of syphilis as affecting each par- 
ticular organ or region are elaborately, yet tersely, set forth, thus—as 
is characteristic of every portion of the work—making the essay valu- 
able for clinical reference The now generally accepted belief is laid 
down that the diagnosis between infecting and non-infecting chancres 
cannot and should not be made, and that treatment for syphilis should 
never, excepting under certain self-evident but rare circumstances, be 
commenced prior to the appearance-of secondary symptoms. Excision 
or other radical treatment of the primary sore is also condemned as use- 
less in preventing constitutional infection ; the lesion being regarded as 
a systemic, not a local symptom. Conventional treatment is advocated ; 
it should be intermittent and extend over a period of from two to four 
years. 

In press-work and freedom from typographical blemishes the volume 
leaves little to be desired. The illustrations, borrowed almost without 
exception from standard works, in the main very well elucidate the 
text. A good plate of the gonococcus would add to the completeness 
of the manual. T.S. K M. 


THE Jouns Hopkins HospiraL Reports. I. Report IN PATHOLOGY. 
Ama@sic DysENTERY. By WILLIAM T. CoUNCILMAN, M.D., and HENRI 
A. LAFLEUR, M.D. Baltimore: The Johns Hopkins Press, December, 1891. 


Turis is an admirable study of a subject of general medical interest, 
and is conducted in a thoroughly scientific manner. Most of the work 
termed pathological is undeserving of the title, because it is confined 
to but one aspect of a many-sided subject. The true pathologist is he who 
endeavors to trace the relations between lesions and symptoms, and 
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who must, therefore, be a clinician as well as a histologist. This first 
report on pathology from the Johns Hopkins Hospital is based upon 
clinical studies, and, it is to be hoped, will be an accepted model for 
further researches in the same field. 

Before the publication of this report the existence of a form of dysen- 
tery due to an ameeboid organism was recognized by a few, but, in 
future, it will be acknowledged by all. One of the strongest arguments 
in its support is the fact that it is frequently followed by an hepatic 
abscess presenting certain well-marked anatomical features, which dis- 
tinguish it from all other forms of suppurative hepatitis. Our remarks 
will be confined to this relation between ameebic dysentery and hepatic 
abscess. 

When the attention of the profession was first called to the relation 
between abscess of the liver and dysentery, it was supposed that the 
latter was secondary to the former, and induced by altered bile. In 
1842, Dr. Budd, of England, perceived the true connection between the 
two diseases, and for a considerable period the view that hepatic abscess, 
when associated with dysentery, is secondary to the latter, met with 
general acceptance. Gradually, however, doubts concerning this fact 
began to rise, and it is no wonder that they became prevalent, for they 
were suggested by those whose experience of both diseases was greatest 
—i. e., by physicians practising in India. It was argued that abscess 
of the liver does not occur in all epidemics of dysentery, and is com- 
paratively uncommon in some countries where dysentery prevails. 
Now, admitting the truth of this observation, it might be due to the 
fact that the complex of symptoms called dysentery is not always the 
result of the same cause, and if this were demonstrated to be true, it 
might be further ascertained that some forms of dysentery are more 
liable than others to be followed by hepatic abscess. Both of these 
suppositions are undoubtedly correct. There is, as above stated, a form 
of dysentery caused by an amoeboid organism in the large intestine 
which is peculiarly apt to be associated with abscess of the liver. The 
existence of this “ amcebic dysentery” was long ago established by the 
researches of Lisch, Kartulis, and others, whose observations have been 
confirmed and extended by Councilman and Lafleur. Their report, 
based upon a study of fifteen cases, is the most valuable addition yet 
made to our knowledge of the subject. Among their conclusions is the 
following : 

“ Abscess of the liver, with or without involvement of the lung, is a 
frequent complication, much more so than in any other form of dysen- 
tery. The involvement of the lung may early follow hepatic involve- 
ment, and be detected by the occurrence of amcebz in the sputum before 
there is evidence of liver abscess. These abscesses differ in their anatom- 
ical features from those produced by other causes. The chief difference 
is found in the absence of purulent inflammation, the abscess being 
caused by necrosis, softening, and liquefaction of the tissue. In these 
liver abscesses the amcebee are not associated with other organisms.” 

It certainly sounds contradictory to describe as an abscess the result 
of a non-suppurative process, but in reality confusion is doubtless 
avoided by so doing, for the appearances described are universally 
spoken of as hepatic abscesses. 

Although the primary focus of inflammation in these amebic “ ab- 
scesses”’ is in the portal district, it is probably by other channels than 
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the venz porte that the amcebe gain access to the liver. They do not 
enter the organ via the lymphatics, for they are not found in the lymph- 
glands belonging to the infected portion of intestine. The most signifi- 
cant fact with reference to this question of the route pursued by the 
amcebee from the intestine to the liver is, that the abscesses in which 
they are found are on the under surface of the right lobe of that organ, 
in the immediate neighborhood of the hepatic flexure of the colon, and 
on the upper surface just beneath the diaphragm. When abscesses 
occur in the lung in these cases they are found in the lower lobe in 
contact with the diaphragm. Now, if the amcebe were carried by the 
blood-current, the abscesses to which they give rise would not show 
such decided preferences as to site ; and, on the other hand, these pref- 
erences are satisfactorily accounted for by a direct migration from the 
colon to the liver, in the cases of abscesses on the inferior surface of 
that organ; or by an indirect one via the peritoneal cavity, in the case 
of abscesses on the superior surface of the liver. This theory is confirmed 
by the constant site of abscess when it occurs in the lung, in the lowest 
portions of that organ—. e., at the point nearest the hepatic abscess. 

One of the strongest arguments of those who deny the dysenteric origin 
of hepatic abscess is, that after death from the latter disease the most care- 
ful search has sometimes failed to reveal any sign of recent or old inflam- 
mation in the large intestine. Now, in such cases, it is possible that the - 
amcebe may have penetrated the intestinal wall and reached the liver 
without preceding ulceration of the colon. Councilman and Lafleur refer 
to this possibility, and they also suggest the passage of the ameebz to the 
liver from the duodenum via the biliary passages. “The whole question 
of these abscesses of the liver,” say they, “is one that should be cleared 
up; and with the abundant opportunities for their study which are 
— in India and other tropical countries, we have no doubt that it 
will be.” 

The reviewer would take exception to this latter statement, for he is 
inclined to agree with the late Dr. Fagge that “the etiology of a disease 
can best be studied and its origin best unravelled in the countries where 
it is not too common,” We believe that the “ whole question of these 
abscesses of the liver” is rather more likely to be cleared up in Balti- 
more than in India. 

In conclusion, we trust that it may not be considered hypercritical to 
call attention to a decided contradiction of the statement that amebic 
abscesses are not purulent. On page 402 of the report, where reference 
is made to a case reported by Osler, who, by the way, was the first in 
America to recognize amebic dysentery, it is stated that the amb 


“ were present in large numbers in the creamy pus' of the — . 
F. P. H. 


NERVE PROSTRATION AND OTHER FUNCTIONAL DISORDERS OF DAILY 
Lire. By Rosson Roose, M.D, Second edition. Pp. xxii., 691. 
London: H. K. Lewis, 1891. 


IN this somewhat bulky volume a large number of common functional 
diseases of the nervous system, and some disorders of the heart, lungs, 


1 Italics our own. 
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and digestive organs, are discussed. The subjects presented are neuras- 
thenia, insomnia, hysteria, epilepsy, chorea, neuralgia, articular neuroses, 
headaches, vertigo, writer’s cramp, facial paralysis, hypochondriasis, pal- 
pitation of the heart, syncope, angina pectoris, asthma, hay fever, dys- 
pepsia, nervous vomiting, constipation, diarrhoea, and obesity. he 
author has had a large experience in the treatment of such diseases, 
being a popular London practitioner. He presents his subject in an 
easy, flowing style, and gives a fair summary of our present knowledge 
regarding these diseases. Recent investigation has been devoted rather 
exclusively to organic diseases of the nervous system, and advances have 
been made largely along pathological lines; the study of symptoms has 
been perhaps somewhat neglected, and therefore a work of this kind, 
devoted largely to functional affections and their treatment, has met 
with success. The first edition of the work was exhausted within two 
years of its publication ; the present edition contains several new chapters, 
and has been well received. 

It cannot be said that any considerable addition to our knowledge is 
made in this book. Facts which are already familiar are presented in 
an attractive manner, descriptions of diseases are vivid, and symptoms 
are quite exhaustively analyzed. The author fortunately avoids specu- 
lation as to the mechanism of functional diseases, and does not even give 


‘a new theory of hysteria, a temptation to which writers frequently yield. 


The study of the etiology is satisfactory, and his presentation of the very 
numerous methods of treatment which may be employed in functional 
affections is quite complete. He has few, if any, original suggestions to 
make in the management of these disorders, but quotes freely from other 
writers, and indicates the methods which have, in his hands, met with 
success. In fact, the sections upon therapeutics are of considerable value 
to the general practitioner, for they contain a full account of almost 
every method of treatment in the functional disorders described. The 
book may, therefore, be recommended to those who need assistance in 
the management of functional nervous diseases. M. A. S. 
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THE TREATMENT OF TUBERCULOSIS BY CANTHARIDINATE OF POTASH. 


In the Therapeutische Monatshefte, 1891, No. 11, 8. 557, we find an excel- 
lent paper, in which is recorded the result of treatment of twenty cases of 
laryngeal and pulmonary tuberculosis, by Dr. THEODOR HERyNG. He 
employed the preparation four times stronger than that recommended by 
Liebreich, in order to avoid the injection of a large amount of the solvent. 
Pain was prevented by preliminary injection of a few drops of a 10 per cent. 

cocaine solution. The various sites of injection were between the shoulder- 
"blades, epigastric, hypochondriac, and subclavian regions, all equally painful. 
The average dose was two-tenths of a milligramme (one three-hundred-and- 
twentieth of a grain), the maximum dose twice that quantity. With the 
latter dose occurred symptoms of irritation of bladder and kidneys, as follows: 
Pain and burning on micturition, daily amount of urine increased, and it 
contained albumin to 1 per cent., but never blood, excepting a few cells, nor 
casts. In patients previously free from fever, a moderate rise of temperature 
was sometimes observed four to six hours after injection, which disappeared 
without perspiration. The voice was almost immediately improved; the 
expectoration easier to raise, foamy and copious; number of bacilli unchanged. 

His conclusions are: 1. In the early period of. laryngeal tuberculosis— 
i.e., superficial ulceration of vocal cords and infiltration of posterior wall of 
larynx—in some cases there followed a swelling of the infiltrated areas, and, 
through serous inhibition of the base of the ulceration, rapid cleaning up of 
the same followed. The healing of the ulcers was favorably influenced. In 
the use of the average dose (above cited) there was not noticed any irritation 
of the urinary apparatus. In severe cases, in badly nourished individuals, or 
in case of hectic, or when there exists irritation of intestines or kidneys, this 
treatment is contra-indicated. In doses one-half larger than above men- 
tioned, symptoms of kidney and biadder irritation, backache, weakness, and 
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slight diarrhea, but of several days’ duration, appear. In cases of moderate 
severity, after prolonged medication with large doses, rapidly increasing 
cedema of the infiltrated areas and in the neighborhood of the ulcers, increases 
the dysphagia, which, however, of itself rapidly disappears. 


CHROMIC ACID IN ORAL SYPHILIS. 


Dr, ERNEsT FEIBEs gives a very careful review of the literature of the 
local use of chromic aci: in the treatment of syphilitic diseases of the cavity 
of the mouth (Jbid., 8. 578). Concentrated solutions in water, from 10 to 50 
per cent., are applied with a camel’s-hair brush, and the mouth, after two or 
three minutes, rinsed out with chloroform water to remove the taste as well 
as the excess of acid. He regards it as the best local treatment in syphilis of 
the mucous membranes, even after an extensive experience with applications 
of silver. 


HYDRASTININ. 


Dr. PAuL STRASSMANN, in the Deutsche med. Wochenschrift, 1891, No. 47, 
S. 1283, presents a very thoughtful paper upon this drug, which is to be dis- 
tinguished from hydrastin. The dose is: in form of pill, one-half grain 
each; in subcutaneous injection, one to two grains. The results of adminis- 
tration in twenty-seven cases lead him to believe it to be a very valuable 
remedy in the menorrhagias and metrorrhagias due to various pathological 
conditions so often met with in gynecological practice. At present, however, 
the remedy is quite expensive. 

{This preparation bids fair to displace the use of the fluid extract of 
hydrastis Canadensis, now so widespread in this country.—Eb. } 


ANTIFEBRIN AND PHENACETIN DERIVATIVES. 


Dr. Hans Aronson (Jbid., 8. 1285) adds much to our knowledge of the 
method of action of the acid derivatives of antifebrin and phenacetin. 
Reviewing the work of Ehrlich, Liebreich, and Penzoldt, in regard to the 
modification of the properties of these drugs by the insertion in the molecule 
of various groups (sulphur, carboxyl], benzol), he concludes that the solution 
of the problem of obtaining soluble antipyretics among the derivatives of 
acetanilide and phenacetin lies not in the introduction into the molecule of 
acid, but of basic groups. As an example, he cites phenocoll, which is an 
amidated phenacetin and bears the same relation to it as glycocoll does to 
acetic acid, and promises to be a valuable antipyretic, as well as a prompt 
and safe remedy for the relief of neuralgia, in doses of from eight to fifteen 
grains, repeated at hourly intervals. 


CHLORALAMID IN CARDIAC AFFECTIONS. 


Dr. T. Hopart EaBert, in New Remedies, 1891, No. 6, p. 61, reports the 
results of the administration of this drug in four cases. The indications for 
its use were: 1, nervousness and insomnia; 2, alcoholic subject, highly 
delirious, making much disturbance; 3, irritable heart; 4, almost intolerable 


THERAPEUTICS. 309 


and constant cephalalgia. The amount of chloralamid should not ordinarily 
exceed 120 grains in the twenty-four hours. It may be combined with 
brandy, compound tincture of gentian, tincture of belladonna, or compound 
spirits of lavender, as the necessities of the case may demand. 


Tae Syrup or Hypriopic 


A practical paper, by Dr. ATKINSON (Jdid., p. 62), in which the ‘prepara- 
tion recommended contains 6.67 grains of pure hydriodic acid in each ounce. 
He advocates its use in the spasmodic seizures of asthma and whooping- 
cough, in resulting consolidation of pneumonia, fibrous hardening around 
tubercular deposits in phthisis, in bronchorrhea of old people, scrofula and 
scrofulous ophthalmia, lymphatic enlargements of the glands of the neck and 
groin, later forms of syphilis, in goitre, rheumatism, both acute and chronic, 
and in many chronic skin affections, in the treatment of obesity. The various 
adjuvants which will result in useful and not inelegant formule are: com- 
pound tincture of cinchona and syrup of senega, sulphate of codeia and com- 
pound tincture of cardamom, syrup of tolu, elixir of calisaya, sulphate of 
morphine, hypophosphite of soda, the same combined with the same salt of 
lime, tincture of the citrate of iron, wine of tar, fluid extracts of grindelia or 
gelsemium, tincture of valerian or belladonna, fluid extract of grindelia with 
infusion of the leaves of the common chestnut. The wide range of useful- 
ness, the many advantages over other iodine preparations, the small number 
of substances which are incompatible, are strong arguments for the more 
general use of this drug, of which there are several reliable manufacturers. 


THE MECHANICAL TREATMENT OF ERYSIPELAS. 


Pror. W6OLFLER reports thirteen cases treated by application of adhesive 
plaster around the area involved (The Medical Press and Circular, 1891, No. 
20, p. 461). The hair is removed from the surface before the application is 
made. The plaster must be allowed to remain at least two or three days 
after the redness and fever have gone. This treatment is more valuable when 
the disease is situated on the face than on the extremities. 


LysoL. 


In an unsigned paper (Jbid., No. 5, p. 49) the subject of the cresols is 
clearly presented. Starting with Frinkel’s view, that the antiseptic virtues 
of creolin depend upon some higher homologues of phenol, it was believed 
that the cresols in soluble form would be more active as disinfectants than 
in emulsion. The result of this study was the production of lysol, which 
contains 50 per cent. of cresols, is miscible with water, and forms clear 
solutions with alcohol, petroleum or benzene, chloroform, carbon bisulphide, 
and glycerin. Gerlach, Schottelius, and Simmonds have found it active and 
prompt in arresting the development of microérganisms. Cramer, Wehmer, 
Michelsen, and Haenel have recommended it for surgery and gynecology ; 
Lemke and Straube for veterinary purposes. Fiirbringer believes that after 
cleansing the nails with a one-half to one per cent. solution, the hands being 
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immersed two or three minutes, using a brush, other disinfection is unneces- 
sary. This process does not attack the hands, but, on the contrary, makes 
them soft and supple. For sterilization of instruments, one-fourth .of one per 
cent. solution is sufficient. Cramer and Wehmer believe that it is five times 
stronger than carbolic acid, and one-eighth as poisonous. In addition, when 
one considers the weak solutions necessary, it is relatively cheap. 


ANTIPYRINE. 


SurGEoN Patrick HEHIR, in the Indian Medical Gazette, 1891, No. 10, 
p- 292, argues that smaller doses than advised by Lauder Brunton, Ringer, 
Bartholow, and Waring, are efficient, if the intervals be short. In India, he 
believes that the maximum dose of from ten to fifteen grains should not be 
exceeded, and that even this quantity should not be frequently repeated, 
except under extreme circumstances. 

In malarial fevers, especially of the remittent type, the small-dose method 
systematically adopted, and combined with ordinary diaphoretics during each 
day’s exacerbation, will keep the pyrexia within bounds, reduce the head- 
ache and pains in the bones, as well as relieve, to some extent, the feeling 
of general discomfort, but it is not antiperiodic in its properties. 

In the so-called “ ardent fever”—a condition coming on usually after expo- 
sure to the sun, and manifesting itself in a dry, pungent, or hot skin, with a 
temperature of 104°-106° F., full bounding pulse, intense headache, and, it 
may be, delirium, the fever lasting for from two to six days—it is an extremely 
valuable remedy. 


THE TREATMENT OF GASTRIC HYPERSECRETION. 


The gastric dyspepsia which is the result of hypersecretion—the gastro- 
succorrheea of Reichmann—is believed by MM. Bouveret and Devic to be 
far from infrequent (La Semaine Médicale, 1891, No. 55, p. 218). Two forms 
are so distinguished: the intermittent and the chronic. The first is fre- 
quently found in the course of certain organic diseases of the nervous cen- 
tres, such as general paralysis, sclerosis en plaques, and particularly locomotor 
ataxia. The more frequent form—the chronic—calls for the fulfilment of four 
indications: 1. To remove all causes of irritation of the mucous membrane 
of the stomach. 2. To prescribe a regimen in accordance with gastric chem- 
istry, and, at the same time, sufficient for nutrition. 8. To remedy the unfor- 
tunate results of hypersecretion. 4. To check the flow of gastric fluids. 

The details of treatment are: 1. Forbid tobacco, alcohol, spices, tea, coffee ; 
limit the amount of salt in the food, enforce mental quietude, and advise a 
calm life and rest in the country. 2. A meat diet, limited amount of fat, 
reduced quantity of starches, small amount of bread ; for liquids, ordinary 
water, neither too cold nor too hot, with a few drops of rum or brandy only, 
amount limited to two glasses with the two principal meals. 3. Alkalies, 
such as two to five drachms of bicarbonate of soda in divided doses through- 
out the day, commencing one or two hours after the meals; washing of the 
stomach three or four times weekly. 4. Hydrotherapy under the form of a 
rain douche of short duration, or the cold wet pack, or the abdominal com- 
press of Priessnitz. 
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THE TREATMENT OF ACUTE CROUPOUS PNEUMONIA. 


Dr. MARcEL Boupoutrn, under the direction of La Semaine Médicale, has 
ascertained the various methods of treatment of this disease which are in 
common use in the hospitals of Paris (Jbid., pp. 222, 223). M. Cornil, seem- 
ing to regret that venesection is obsolete, at the outset directs wet cupping, 
blistering, alcoholic stimulation, and Dover’s powder to favor perspiration. 
M. Dujardin-Beaumetz uses caffein in preference to alcohol, recommending 
also kola; for nervous manifestations, chloral, or, in alcoholic subjects, par- 
aldehyde, blistering only when the signs are persistent. M. Peter treats his 
pneumonias according to their condition: wet cups in early cases, tartrate of 
ammonium frequently, but according as they are robust, debilitated (with alco- 
hol), or bilious. M. Bucquoy believes in bleeding and tartar emetic, sulphate 
of quinine, and blisters. M. Rigal has practised intra-pulmonary injections of 
antiseptic substances (sublimate, etc.), also administers sulphate of quinine 
and uses cold baths. M. Moizard, in adynamic forms, injects ether or caf- 
fein, and even spartein. M. Oulmont uses these remedies with small doses 
of digitalis. M. Huchard uses ether, camphor, or digitalis, and avoids all 
depressing remedies, as antimony. 

[Evidently there is no consensus of opinion among the Parisian clinicians 
in regard to the character of the disease or its mode of treatment, for we 
find all variations of practice, from treatment directed toward certain symp- 
toms, treatment based on the results of post-mortem investigations, or that 
suggested by the findings of the bacteriological laboratory. The report in 
question, although containing the views of many physicians, is entirely un- 
satisfactory, because these views are presented very briefly, nor can we believe 
that it accurately represents their practice.—Eb. ] 


PoIsONING BY MALE FERN. 


Pror. LEPINE (Jdid., No. 57, p. 465) gives an account of the symptoms and 
pathological appearances of a fatal case of poisoning which was reported by 
Dr. Eich. For the cure of ankylostoma a man of fifty-four years received 
about four hundred and fifty grains of the extract, according to the method 
of Perroncito, in two doses, before ten o’clock in the morning. At noon there 
was difficulty in breathing; appeared as if suffering from tetanus; there was 
intense trismus, rigid abdomen, sensation of constriction at the base of the 
chest, slow respiration, pulse 132, skin covered with perspiration, general 
rigidity, opisthotonos, patellar reflexes exaggerated, and each percussion of 
the tendon gave rise to a tetanic contraction of the whole body; cyanosis. 
On account of the trismus, vomiting could not be produced by apomorphine, 
so subcutaneous injections of morphine were made, and enemata of chloral. 
For two or three hours the tetanic crises increased in frequency, and death 
followed. On necropsy there was found in the stomach a yellowish fluid, 
having the odor of male fern. Mucous membrane of the stomach was red and 
congested ; the lower part of the ileum very red, that of the large intestine 
healthy. The writer cites briefly three other cases; the doses varied from 
two and a half to three and three-quarters drachms. Thesymptoms were vom- 
iting, diarrhea, vertigo, trembling, coldness of the extremities. All of these 

cases recovered. He believes that two drachms should be considered the 
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maximum dose. The strength of the extract varies greatly, and, according 
to M. Bérenger-Feraud, it may be that the plant has more or less poisonous 
properties, according to the region in which it grows. We find these large 
doses frequently mentioned only in the German and Italian text-books. In 
France the safe dose is considered to be much less. 


TREATMENT OF DIPHTHERIA. 


In the Deutsche medicinische Wochenschrift, 1891, No. 48, S. 1299, PRor. 
SrrvBInG accepts the statement of Léffler, that the treatment should fulfil 
three indications: 1. It must influence the vitality of the bacilli, and limit 
their further production. 2. It must destroy the operation of the poison 
already introduced. 3. It must prevent the invasion of other microérganisms, 
Although no treatment now exists which meets all these indications, yet 
he recommends for local application an alcoholic iodine-phenol solution, 
alternating with the liquor of the sesquichloride of iron and of sulphur. 
Careful cleansing of the throat by large quantities of gargles, especially of 
lime-water. For internal treatment an hourly dose of a teaspoonful of a 
one-tenth of one per cent. solution of cyanide of mercury. Léffler recom- 
mends also local applications of a three to five per cent. solution of carbolic 
acid in forty parts of rectified oil of turpentine and sixty parts of absolute 
alcohol. He reports cases illustrating this treatment. 

[While this contribution is based upon the bacteriological work of Léffler, 
and is consequently theoretical, yet the effort to produce a treatment that is 


practical has been successful. The essential points differ only in detail from 
those that have been insisted upon by our best clinicians during the past few 
years. The paper is a valuable one, and the conclusions are formed after a 
careful discussion of the facts furnished by the laboratory and the clinic.— 
Ep.]. 


ARISTOL FOR INFANTILE ICHTHYOSIS. 


In three cases DR. DESCROIZILLEs has obtained brilliant results, although 
he does not, as yet, believe them to be permanent. The improvement is 
marked as early as the fifth day, and the remedy does not give rise to any 
irritation or other inconvenience (Revue Générale de Clinique et de Théra- 
peutique, 1891, No. 44, p. 685). The preparation used is a 5 or 10 per cent. 
solution in fat; in a larger percentage it might be irritant. In these cases, 
however, Fowler’s solution was used internally, although the utility of gen- 
eral medication is doubted by some. 


THE TREATMENT OF HEPATIC INSUFFICIENCY. 


Dr. Henri Hucuarp (Jbid., No. 49, p. 765), taking for his text the 
statement that for the health of the organism “it is necessary that the kidney 
remain open and the liver closed ”—the kidney open for the elimination of 
poisons, the liver closed to stop or destroy them—offers as practical conclu- 
sions his method for meeting these indications: 1. To assist the glycogenic 
function of the liver. 2. To assist the emunctory function of the kidney. 
8. To exhaust all sources of intoxication, and especially those from the intes- 
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tine. A milk diet fulfils the first two indications, and, indeed, the third, for 
it has been shown that milk diminishes the poisonous properties of the urine 
It contains sugar, which can be transformed into glycogen; it favors diuresis 
and elimination of poisons by way of the kidney ; and, besides, it can nourish 
the patient. To meet the third indication, intestinal antisepsis is insisted upon. 
One must forbid all alkaloids, all salts of potash, replacing the iodide or 
acetate of potash by the soda salt; even to exclude foods containing much 
potash, as meat or bouillon. Here, indeed, milk, weak in potash salts, is 
indicated. To combat the terminal condition of adynamia we can resort to 
injections of ether, caffein, or camphor—the last preferable to caffein, because 
we should use remedies absolutely harmless. 


INTESTINAL ANTISEPTICS. 


In the same journal, No. 37, p. 584, we find the following excellent formule 
for obtaining antisepsis in patients suffering from cancer of the stomach. 
The prescriptions are to be taken immediately before each meal. For flatu- 
lence and gaseous eructations, four grains each of salicylate of bismuth and 
naphthol, eight grains of powdered charcoal. If constipation is a marked 
symptom, five grains each of salicylate of bismuth, magnesia, and bicarbonate 
of soda. Salol and bicarbonate of soda in seven-grain doses, with possibly 
the addition of the same amount of salicylate of bismuth, is the most approved 
treatment when diarrhea is persistent. In the form of powder these drugs 
are brought in contact with the wall of the stomach for a longer time. 


SALICYLAMIDE. 


A preliminary note on the pharmacology of this new modification of a long 
and favorably known remedy —salicylic acid—is presented by Dr. W. B. NEs- 
BITT in the Therapeutic Gazette, 1891, No. 10, p. 688. If, as is stated by 
Schmiedeberg, Brunton, and others, there is an especial stimulating action in 
the amidogen radical, the amide of salicylic acid should be safer than salicylic 
acid itself. It has been prepared by Limpricht by the action of concentrated 
ammonia on methy]-salicylate (oleum gaultheria, Nesbitt), standing together 
in the cold for several days. By means of charcoal pure crystals can be ob- 
tained—soluble in alcohol, ether, chloroform, and water; twice as soluble in 
cold water as salicylic acid, but readily soluble in hot water; it is tasteless, 
but gives gritty sensations between the teeth. It can be detected in the urine 
by the ferric chloride test ; excreted, to a slight extent unaltered, but chiefly 
as hydrocyanic-hippuric acid, preventing putrefaction for months. The author 
concludes : 

Pharmacologically: 1. It prevents conduction in nerves; paralyzes nerve 
first, then muscle. 2. Its chief effect on the heart, most probably through its 
activity on conduction, is on the motor apparatus. 3. It diminishes (a) spinal 
reflex for motor impulses, (6) spinal conductivity for painful impressions, 
(c) muscular irritability. In mammals it has no particular effect on respira- 
tion, nor on blood-pressure. In medicinal doses it reduces temperature, causes 
ataxic gait, and hebetude in fowls. 


Therapeutically: 1. It has no taste. 2. It is more soluble than salicylic 
VoL, 103, No. 3.—MARCH, 1892. 21 


814 PROGRESS OF MEDICAL SCIENCE. 


acid. 3. It acts more promptly. 4. It acts in smaller doses. 5. It has 
greater analgesic properties. 6. It is pharmacologically safer. 


DyYSMENORRHEGA. 


Dr. Li&ceor!s (Jbid., No. 38, p. 595) presents a very thoughtful communi- 
cation on this subject. In dysmenorrhea of dyscrasic origin he employs the 
tincture of piscidia erythrina (Jamaica dogwood) in twenty-drop doses every 
two or three hours in place of the usual narcotics. In the intermenstrual period 
he advises remedies to correct uterine and ovarian atony. In the pre-men- 
strual week, pills of aloes and rue, while the chlorotic subjects need iron in 
company with myrrh, asafcetida, and like remedies. In plethoric individuals, 
a combination of acetate of ammonia, tincture of piscidia, and tincture of 
valerian is recommended. The neurasthenics require the tinctures of piscidia, 
viburnum, and amber or castor. In dysmenorrheea of organic origin, he adds 
to the above formula the tincture of pulsatilla. If it is necessary to limit 
the amount of flow, he advises the addition to the piscidia of viburnum and 
pulsatilla, cannabis Indica, and hydrastis Canadensis, andi in certain cases the 
ammoniated tincture of guaiac and capsicum. 

[Although the employment of these remedies may seem to the gynecologist 
to savor of empiricism, and to have but little place among the resources of 
the operating specialist, yet many patients refuse surgical methods alto- 
gether, others are inaccessible to operators, so that the field for the use of 
these remedies is by no means limited. The popularity of nostrums contain- 
ing these drugs is evidence that there is good reason for their use.—Eb.] 


ANTIPYRINE. 


M. B. Martin, in L’ Union Médicale, Nos. 125, p. 565; 126, p. 577; 128, p. 
601, adds much to the statements of the uses of this drug as found in the 
treatises on therapeutics, believing that its antipyretic properties have over- 
shadowed others equally valuable. It is useful in hemorrhage, in that it 
locally will contract bloodvessels, and, indeed, it is an antiseptic. During 
operations a one-to-twenty, in epistaxis one-to-five, in coryza one-to-thirty 
solutions are used. It is valuable in laryngeal affections (catarrhs, stridulous 
laryngitis), asthma, broncho-pneumonia, pleuritic effusions, when given inter- 
nally. As an anti-galactogogue, ten to twenty grains, several times repeated ; 
for incontinence of urine (should be given at 9 or 10 P.M.), for diabetes insip- 
idus and true diabetes (up to a drachm daily) ; for uterine cancer (Chéron); 
and in dysmenorrheea it relieves pain. Even the pains of labor are mitigated. 
Exophthalmic goitre, nocturnal pollutions, pains of tubercular meningitis, 
hemeralopia, asthma, either essential or of cardiac origin, distress of aortic 
aneurism, trigger-finger (subcutaneous injection)—all have been benefited ; 
infantile diarrhceas (Saint-Philippe); with cocaine in obstinate vomiting 
(Struver). Some dermatoses, as urticaria, erythema nodosum, senile pruritus, 
and other conditions, where exceptional benefit has been obtained, complete 
the somewhat extensive list. The paper closes with a statement of the acci- 
dents that may be caused by this remedy. 
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THE PROPHYLAXIS OF ABSCESS OF THE BREAST. 


M. Prineat (Thése de Paris, 1891) presents a valuable contribution for the 
prevention of an exceedingly disagreeable complication. He points out that 
massage may be an efficient cause, unless very gently done and the hands are 
absolutely clean. For cleanliness he recommends thorough washing in soap 
and water, followed by immersion in a sublimate bath. As an ointment, 
that of Dubois is reeommended—viz., equal parts of oil of sweet almonds, 
cocao butter, and tannin, although we now avoid fatty bodies, and may, in 
place of this preparation, use the alcoholic lotions of Tarnier and Chantreuil, 
rum or good cognac, repeated twice in the day. Tarnier directs that every 
woman at the time of labor shall have a full bath. The toilet of the breasts 
should be made after delivery with soap and water, and they should be cov- 
ered with compresses, kept continually moist with a one-fifth of one per cent. 
solution of bichloride of mercury, evaporation being prevented by a layer of 
rubber cloth, the whole being kept in place by a bandage. The breast must 
be washed with borax water, or with a salt solution, before giving the breast 
to the child. Should the mother forget this precaution, mercurial poisoning 
is not likely, as the amount absorbed by the child would be small. 

TURPENTINE IN THE TREATMENT OF RENAL CALCULI AND 
GALL-STONES. 


Dr. C. H. RALrE, in the Lancet, 1891, vol. ii. p. 1271, states that the object 
of the administration of turpentine in conjunction with so-called solvents 
and diuretics is to assist in the expulsion of any concretion already formed, 
and to prevent the formation of others. The mode of action, in causing 
expulsion, has been stated to be from its powerful diuretic action, especially 
if given in small doses for some time; but if there is much colic and a ten- 
dency for the stone to pass, it may cause strangury, and thus have an oppo- 
site tendency. It also. decidedly increases the colic, and it would appear as 
if it actively stimulated the muscular fibres of the pelvis, of the kidneys and 
ureters, and also of the gall-bladder and bile-ducts. In long-standing cases, 
turpentine aids the passage of a calculus by improving the condition of the 
mucous surface of the ureters and bile-ducts; for by diminishing the swell- 
ing caused by the catarrh there is less resistance presented to the onward 
passage of the concretion, and, especially, allowing it to pass if it is quite 
small, As a preventive it renders the secretion less tenacious and viscid— 
that colloid medium, which writers insist upon as essential to the development 
of concretions. It also acts as an antiseptic on the bile secreted, and thus 
prevents the precipitation of cholesterin, which becomes less soluble as bile 
loses itsalkaline reaction—which takes place when fermentation sets in. 
Durande’s elixir is mentioned (one part of sulphuric ether to two of turpen- 
tine), and as well the method of Trousseau (a combination of alkalies with 
turpentine, administered in capsules). 


THE TREATMENT OF ENTERIC FEVER BY LIQUOR SoDH CHLORINATZ. 


Dr. T. C. Pearson (Jbid., p. 1278) states that in six years he has treated 
hundreds of cases of enteric fever in South Africa with this remedy without 
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asingle death. The dose usually prescribed is fifteen minims every three 
hours in an ounce of water, and with milk for food, stimulants being inter- 
dicted. The solution must be perfectly clear, free from lime, and kept in a 
dark and cool place. The treatment is continued until the temperature has 
been normal for two successive evenings. 


ANZMIC CATAPHORESIS. 


While the subject of cataphoresis is attracting so much attention, the 
scholarly paper of Dr. WILLIAM J, Morton, which furnishes many new and 
practical suggestions, is timely (New York Medical Journal, 1891, vol. liii. p. 
478). He produces anemia of a member either by an Esmarch’s bandage or 
by rubber rings such as are used upon umbrellas ; when these methods cannot 
be used, he exercises compression with the narrow edge of a disc-shaped elec- 
trode, or simply by a ring of hard material held firmly against the skin, and 
within whose circumference the cataphoric electrode is placed. The medi- 
cine in this way is limited to that portion of the body in which we wish its 
action to be exerted. He incorporates the medicament in a small plaster 
which is composed of conducting material in itself not capable of electrolysis, 
such as pulverized gas carbon. Cohesion into a plaster and adhesion to the 
skin are obtained by gelatin. For use the medicated plaster is moistened, 
held by a flat carbon electrode against the part, and a current of from five to 
fifteen milliampéres used. In this way the dosage is exact, but to get the 
fullest effect the medicine should be placed at both poles, and not alone at 
the positive. The method outlined is especially useful in gouty or rheu- 
matic joints, whether subacute or chronic. 

[The unsatisfactory results of general medication in these chronic condi- 
tions, and the partially successful local treatment by cautery or blister, give 
abundant opportunity for this method of treatment, which promises brilliant 
success.— ED. } 

THE TREATMENT OF CONSUMPTION BY THE HyPODERMATIC ADMINIS- 
TRATION OF GUAIACOL AND IoDOFORM. 


Dr. B. RoBERTSON, having become familiar with the work of Roussel, 
Shetelig, Dreschfeld, and Picot, determined to give this method a trial 
(British Medical Journal, 1891, No. 1611, p. 1040). He used one-sixth of a 
grain of iodoform, five times that amount of guaiacol, in fifteen drops of olive 
oil, increased by degrees to three times these amounts. At the seventh injec- 
tion he doubled the dose; at the twenty-first he trebled the original amount, 
and discontinued at the thirtieth injection, only to resume at the request of 
the patient. From three cases of empyema and twenty-five of consumption, 
some in earliest stage, the majority with cavities in one or both lungs, two or 
three being so far advanced that no improvement could be expected, he con- 
cludes: 1. That in empyema with free drainage it improves the general condi- 
tion and diminishes the discharge, but without drainage it is of uncertain 
value. 2. That in pyrexic phthisis, whether disease is small or extensive, it 
is not an absolutely certain antipyretic, but commonly is of decided advan- 
tage if persevered in, and so diminishes the activity of the disease. 3. If it 
fails in modifying fever, it, in most cases, diminishes expectoration and 
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modifies cough. 4. Although limiting waste, this treatment is not especially 
favorable to increase of body weight. 5. It is without risk, with ordinary 
precautions. 6. It does not prevent development of other tuberculous out- 
breaks, or extension of tuberculous mischief. 7. Its anti-parasitic action 
must not be exclusively thought of, for Headland has described creasote as a 
sedative, a stimulant of mucous membranes, and as a true astringent. 

[In connection with this carefully prepared report should be read that of 
Dr. C. BERETTA on the use of dog’s serum in the treatment of tuberculosis, 
which was presented at the same time at the Section of Therapeutics at the 
annual meeting of the British Medical Association, held in Bournemouth, 
July, 1891 (Jbid., p.1041). He sums up: Dog’s serum, also called hemocyne, 
in man or in animals, does not seem to have a special curative action against 
tuberculosis, but it possesses a powerful action, if not against the microbe, 
at least against its effects. It seems to act as a powerful tonic, and indirectly 
by improving the general nutrition puts the patient in a better condition to 
overcome his terrible disease.—Eb. | 
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MEDIASTINO-PERICARDITIS IN CHILDREN. 


Dr. HENRY AsHBy, of Manchester (Medical Chronicle, 1891, vol. xv., No. 
3) records two cases of this disease, which illustrate clearly the grave inter- 
ference with respiration and circulation which this disorder entails. 

He points out that the loose areolar tissue of the mediastinum is certain to 
share the same pathological fate as the structures or organs with which it 
comes into relation. 

The inflammatory process may arise in the lymphatic glands at the bifur- 
cation of the trachea, in the lung, or the pleura. The pericardium is nearly 
always implicated, either primarily or secondarily. Post-mortem it is often 
impossible to say where the process originated. The consequent matting 
together of all the important structures in the mediastinum—by means of a 
cicatricial tissue, which is often of cartilaginous toughness—must necessarily 
greatly impair the movements of the heart and lungs. Hence among the 
effects of mediastino-pericarditis, edema, ascites, and chronic hepatic con- 
gestion are prominent. 
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The greatest effect appears to be exerted on the hepatic system, leading to 
enlarged and nutmeg liver, with portal obstruction and gradual ascites, and 
in some cases to a secondary cirrhosis of the liver, from long-standing con- 
gestion. 

Clinically, the early symptoms are usually indefinite. A pericardial or 
exocardial rub may be detected. In most cases ascites is the first marked 
symptom. Associated may be some cedema of face, or distended cervical 
veins, suggesting some obstruction to the return of blood to the lungs. 

Sooner or later a smooth or irregular and bossy enlargement of the liver 
may be felt. Some cases are very chronic, and are relieved for a time by 
tapping; but sooner or later general edema supervenes. In other cases— 
tubercular ones especially—the course of the disease is more acute, owing to 
extension of the tubercular process to other parts. Careful examination of 
the chest may reveal an increased area of dulness over thesternum and front 
of the chest where extensive matting of the anterior edge of the lungs and 
pericardium to the surrounding structures has taken place. 

The weakening of the pulse during inspiration, on which much stress has 
been laid by some writers, was not observed in either of Ashby’s cases. 

The condition is one which may easily be overlooked. But it may be well 
to bear its characters in mind in the presence of cases of ascites with hepatic 
enlargement in young children. 


THE OF ADVANCED BRIGHT’S DISEASE. 


Dr. GRAHAM STEELE contributes an article to the Medical Chronicle (1891, 
vol. xv., No. 1) to support the contention that this dyspnea is due to heart- 
failure rather than toxemia. 

The author does not question the part played by “renal inadequacy ” in 
imposing impediments to the circulation, but maintains that the eventual 
failure of the left ventricle thus entailed is the chief exciting cause of the 
dyspnea in question. It differs in no essential point from the dyspnea of 
heart disease quite apart from kidney disease, whereas, in the author’s expe- 
rience, it bears little or no resemblance to the irregularities of respiration, 
apart from lung disease, which occur in the “typhoid state” of continued 
fever, where we might fairly look for traces of toxemic dyspnea. 

The dyspnoea in question is usually associated with other evidence of dis- 
turbed circulation, and no safe reliance can be placed on the distribution of 
the cedema as serving to distinguish renal from cardiac dropsy. The frequent 
occurrence of pulmonary apoplexy and the remarkable relief afforded by 
morphine hypodermatics are mentioned as favoring the cardiac rather than 
the toxemic theory. 

A SIGNIFICANT Fact IN THE DIAGNOSIS AND INTERPRETATION OF THE 
ALBUMINURIA OF ADOLESCENTS. 


Under this title Dr. CLEMENT Duxes, Physician to Rugby School, con- 
tributes an interesting paper (Lancet, 1891, No. 3564) on the disease known as 
“ functional albuminuria,” “cyclic albuminuria,” “intermittent and remit- 
tent albuminuria,” and so forth. The claims of these various terms to repre- 
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sent the disease are severally discussed and dismissed as misleading or inade- 
quate. “The only name that will be really appropriate to this disease is one 
which designates its actual state as a hyperemic or an inflammatory change 
in the vascular system of the kidney, or a hyperemia depending upon a neu- 
rosis of the nervous supply (vasomotor) to the vascular system of the kidney.”’ 

The writer prefers the term “early albuminuria” as being most free from 
objection, although in some cases the state thus indicated may have existed 
on and off for some years. 

It is quite clear that as long as the renal hyperemia lasts, the liability to 
the transudation of serum through the over-distended capillaries must con- 
tinue. It is also manifest that this exudation only occurs when there is any 
special stress on the circulation, as in assuming the vertical position after 
prolonged rest, or during active exertion, or after food. Undoubtedly “early 
albuminuria” is as pathological as any other disease; and, like the early 
stage of any other disease, may be transient and recoverable. In the author’s 
opinion it is the habits of human beings which are cyclical, and not the dis- 
ease. “If human beings roosted during repose in the upright position on 
perches, like the natural order Gallinacew, the disease in question would 
possess no cyclical character.” 

The albuminuria is present or absent only intermittently at first, except, 
perhaps, in the very first instance, when, if the cause has been severe, it 
remains persistent for a time day and night, whether the position of the 
body be vertical or horizontal, and however carefully the regimen may 
have been selected. Also, as the case advances, the albuminuria usually 
becomes confirmed. 

The “ significant fact ” arose in the following manner: It has been a long- 
established rule at Rugby that the whole school should meet together for 
prayers in the school chapel at 7 a.M. An alteration was made in this 
custom a year or two ago, when it was settled that on two mornings each 
week the school should assemble in the large hall to enable the head master 
to address the boys on various common school subjects at the conclusion of 
prayers. It was not deemed necessary to provide seats for these “ fifteen- 
minute meetings.” 

The arrangement was in existence for a year or two, during which time the 
following events occurred : 

“* While it was exceedingly rare for a boy to faint during morning prayers 
in chapel, it became a common occurrence when prayers were held in the 
large hall where the boys had to stand. It was at first naturally assumed that 
the cause.resembled that of the fainting incidental to militia training and 
volunteer encampments, especially church parades, through the constrained 
position of ‘ standing at attention.’ (Are these similar cases, undiagnosticated 
as yet?) Then it was assumed that it arose from the hall being hot and ill- 
ventilated compared with the chapel. But when I found that it was not the 
delicate boys who fainted, and that the sufferers had hard, rigid pulses, I at 
once saw that it was owing to early albuminuria; and, on analysis, this sup- 
position proved to be the fact in nearly every instance. I have already referred 
elsewhere! to such cases, but here we had a most marked class of them—boys 
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getting up at 6.40 A.M. and rushing down to school. If they assembled in 
chapel where they could sit, faintness rarely occurred. The same set of 
circumstances existed, with the exception that the boys were required to 
stand for a few minutes, and thus by this differential examination the cause 
was at once discovered and the boys submitted to treatment. But seats have 
now been provided, and my diagnostic helpmate has failed me, so that the 
cases have to be traced in other and less pronounced ways. Could a more 
classical set of circumstances be presented, not only for the purpose of diag- 
nosticating cases; but also for their interpretation? Here we had a large 
number of boys going to bed and lying in the horizontal position for about 
eight hours and a half, and suddenly assuming the vertical position in the 
morning, often accompanied doubtless by a quick run of a hundred yards to 
school, and a flight of stone steps to be mounted on the mornings when they 
assembled in the large hall, and the circulation proving itself unable to meet 
the altered circumstances, and failing in the attempt. Is it not, therefore, 
perfectly manifest that these early cases of albuminuria, as I have already 
endeavored to show, arise from the condition of the circulation pure and 
simple? Any such stress upon the circulation, such as active exertion, will 
under similar circumstances reveal the presence of albumin in the urine. 

“ The following points present themselves as the result of this considera- 
tion of the subject: 1. It is not safe to make a diagnosis in any patient with- 
out an examination of the urine. 2. Are not all cases of early albuminuria, 
in their early stages, identical with the class of cases I have described? 3. 
If so, it is perfectly clear that these cases of early albuminuria, which are so 
common in the young, constitute the early stage of what eventually may 
become developed into the chronic disorganization of the kidney which is 
termed Bright’s disease. 4. Would it not be well to come to some under- 
standing as to its nomenclature, so that a uniform and appropriate name may 
be assigned to this disease, and that it may cease to be termed ‘ func- 
tional ’? 

“The gist of the whole matter seems to be this: That where the hyper- 
emia of the kidneys is severe, the albuminuria is persistent, in whatever 
position the body may be placed, whether at rest or not, and whatever diet 
may be partaken; while, if the hyperemia be slight, from the cause having 
been trivial, or from a severe attack which is passing away, then the albumin- 
uria only shows itself when the body assumes the vertical position, or under 
exertion, or after a full meal; but if the hyperemia be prolonged, however 
slight in degree, the albuminuria gradually becomes persistent, owing to the 
permanent dilatation of the bloodvessels, and tends to destruction of the 
kidneys.” 


THE AcTION OF DEAD TUBERCLE BACILLI IN THE LIvine Bopy. 


After considering the investigations of Buchner, demonstrating that a 
septic suppuration can be induced as a result of the so-called chemotactic 
influence of certain proteid matters, such as the bacterio-protein of the cell- 
body of microérganisms, vegetable casein, and -certain of the decomposition 
products of animal tissue, PRUDDEN and HopENpyL (New York Medical 
Journal, 1891, Nos. 23, 25) detail the results of a study of the effects produced 
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in rabbits by the injection of dead tubercle bacilli, sterilized and freed from 
the metabolic products of bacterial activity. Bacilli obtained by culture on 
agar and in bouillon were washed with sterilized distilled water and boiled 
for from an hour and a half to four hours in a small quantity of sterilized 
water or two to four hours in a fifty per cent. glycerin solution in water, 
and filtered. The precipitate, washed and made into an emulsion with steril- 
ized water, was injected into rabbits subcutaneously, into the pleura, into 
the peritoneum, and into the veins. In a considerable proportion of cases in 
which the injection was made, subcutaneously as well as into the pleura and 
peritoneum, smal! local abscesses developed in from two to six weeks. 
Each abscess was encapsulated and contained pus-cells, granular detritus, 
and readily stained, well-formed tubercle bacilli, together with involution- 
forms. Inoculations of guinea-pigs with the pus were followed by negative 
results. Attempted cultures also failed. When the emulsions were injected 
into the veins, bacilli could, at the end of twenty-four hours, be found in the 
capillaries, principally of the lungs, liver, and spleen. In the course of a 
week or two, the bacilli had largely disappeared from the bloodvessels, 
except in the lungs and liver. Nodules, composed of epithelioid, giant, 
and small spheroidal cells, and containing tubercle bacilli, could be de- 
tected in the lungs. In the course of from three to five weeks the number 
of nodules had increased, occasioning an appearance simulating that of 
miliary tuberculosis. In the liver, as early as the third week after the 
injection, swelling of the endothelial cells of the capillaries and islets of 
newly formed cells, containing bacilli, were found. Later, nodules resem- 
bling those in the lungs became visible. The number of bacilli contained 
in the nodules was smaller as the interval following the injection was longer. 
In no case was caseation or proliferation of tubercle bacilli observed. The 
purity of the results was confirmed by control experiments. Repeated 
attempts to isolate from the bacteria the peculiar protein to which are ascribed 
the results obtained were unsuccessful. 


A CASE OF ACUTE PERFORATING OR ULCERATIVE AORTITIS IN WHICH 
THE BACILLI OF ANTHRAX WERE FOUND. 


The case is recorded by Dr. THoMAS OLIVER (Lancet, 1891, No. 3558). 

A watchmaker, aged thirty-six years, was admitted to the infirmary with 
a greatly enlarged heart and much pain in the left chest and arm. There 
was a double aortic murmur, the diastolic being loud and cooing, and dis- 
tinctly audible to the patient. There was also a loud blowing systolic mitral 
murmur and slightly pericardial grating at the apex and base of the heart. 

The pain was more acute than that usually encountered in cases of mitral 
and aortic regurgitation. Tincture of convallaria gave some relief, but the 
pain and distress were eventually entirely relieved by one-eighth-grain doses 
of cyanide of zinc. — 

He subsequently attended for several weeks as an out-patient, and then 
died quite suddenly one day while out walking. 

“The heart weighed twenty-four ounces. The aortic valves were incompe- 
tent; left ventricle extremely dilated and hypertrophied ; myocardium very 
pale, gray, and mottled; mitral orifice dilated, but valve segments healthy. 
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On still closer examination, the aortic valves were seen to be quite healthy, 
put the aorta immediately above the orifice was dilated, and a distinct pouch- 
ing was noticed just above the valves. Over a small area which lay between 
the mouths of the two coronary arteries, and which extended upward for 
nearly an inch and a half, the lining membrane of the aorta was extremely 
red; it was soft and ulcerated, and in two places was gangrenous. From the 
centre of this patch a small pouch protruded outward. Its wall was as thin 
as ordinary writing-paper ; it was bluish-red and soft, and its floor was per- 
forated by an opening the size of a large pin’s-head. A plate of atheroma 
lay close upon the mouth of the left coronary artery. In my note of the 
necropsy, and which I shall interpose here, I find it stated: ‘This inflamma- 
tion and ulceration of the aorta is unlike anything that I have ever seen. It 
resembles ulcerative endocarditis; it has evidently been very acute, and has 
spread over a considerable surface. It seems to have begun as an acute 
aortitis which has rapidly run on to ulceration and necrosis.’ ” 

The specimen was referred to Dr. Sims Woodhead, who reported that 
abundance of bacilli were found in the sections bearing the closest resem- 
blance to those of anthrax. 

The patient, so far as is known, was never in contact with animals suffering 
from splenic fever. 

“The lungs in my patient were practically healthy. As the necropsy was 
limited to the thorax, I can offer no opinion upon the state of the intestinal 
mucous membrane. His position in life would not bring him into contact 
with rags, nor is it likely that he could have worn clothing belonging to any- 
one who had suffered or died from anthrax, no cases of such disease having 
occurred in this district.” 


THE ETIOLoGy OF TABES DORSALIS. 


To his previous contributions upon the subject, Er (Berliner klin. Woch- 
enschrift, 1891, Nos. 29, 30) adds the results of painstaking observations 
upon-three hundred and seventy further cases of tabes dorsalis from his own 
practice. The cases are divided into three groups: those occurring in the 
better class of patients, those in the lower classes, and those in women. In 
the first group there was a history or there were present manifestations of 
syphilis in 89.2 per cent. of the patients; in the second group, in 76 per 
cent.; and in the third, in 89.5 per cent. In three hundred cases among the 
better class, the first symptoms appeared in from one to five years following 
infection in 12 per cent.; from six to ten years, in 37 per cent.; from eleven 
to fifteen years, in 25 per cent.; from sixteen to twenty years, in 14 per 
cent. On the other hand, inquiry into the antecedent history of five thousand 
five hundred cases of widely varying disease in males, disclosed the remark- 
able fact that but 22.5 per cent. were syphilitic, and 77.5 per cent. not 
syphilitic. Other causes that were effective in conjunction with syphilis, but 
which, alone or associated, were of minor importance, were exposure to cold, 
inordinate muscular activity, sexual excesses, trauma and neuropathic ten- 
dency. Itis thus demonstrated that in the vast majority of cases tabes is a 
sequel of syphilis, and that syphilis is by far the most important, the most 
common, and the most potent etiological factor in tabes. 
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Two CASES OF ACROMEGALIA. 


Pex (Berliner klin. Wochenschr., 1891, No. 3) reports the case of a girl, 
twenty-five years old, who had been perfectly well prior to a fright resulting 
from a fall. Soon after the accident she complained of headache and sensi- 
tiveness of the eyes to light and wind. Some weeks later, there were otalgia 
and tinnitus aurium and sharp pains in the gums; then rheumatoid pains in 
the back, scapular region, and extremities, with paresthesie, particularly at 
the tips of the fingers and toes. Headache was sometimes so severe as to 
induce vomiting. The symptoms were aggravated by the sudden death of a 
brother, and the free intervals became shorter in duration and fewer in 
number. In the course of a little while it was observed that the face, hands, 
and feet were gradually increasing in size. The mental condition was one 
of depression. There was muscular weakness. There were excessive thirst 
and profuse perspiration. The appetite was impaired, the bowels torpid. 
There was occasional vesical tenesmus. Menstruation, previously regular, 
was absent. There was loss of flesh. The body-length was five feet five 
iniches, the body-weight one hundred and thirty-eight pounds. The appear- 
ance was anzmic; otherwise the nutrition seemed maintained. The large 
size and the shape of the head, as well as the large size of the hands and fore- 
arms, were striking. The enlargement of the hands and fingers was regular, 
so that no deformity was evident. The increase in size was due almost 
exclusively to hypertrophy of the bony parts. The shape of the face was 
changed, the lower jaw projecting forward. The occipito-mental diameter 
was nine and a half inches, the diameter twenty-seven inches. The nose 
was large and broad; the lips, especially the upper, were large and thick ; 
the right malar bone was prominent; the forehead low. The enlargement 
of the lower extremities was not as great as that of the upper. The patelle, 
the crests of the ilium, the clavicles, and the vertebre were hypertrophied. 
The sense of smell was imperfectly developed. 

Lone (Lehigh Valley Med. Mag., 1891, No. 3) reports the case of a laborer, 
forty-eight years old, in whose history only the development of an abscess 
at either hip, at an interval of ten years, appeared of interest. There was 
long-existing constipation and transient headache. Enlargement of the 
hands had been noticed for seventeen years. The skin was of a dirty-yel- 
lowish color. The hands, feet, and face were disproportionately large; the 
face presented the characteristic elliptical contour, otherwise the head was 
normal in size and shape; the forehead receded from the prominent eye- 
brows; the nose was large and broad; the lower lip was thickened and 
everted ; the malar bones were prominent; the lower jaw was massive, pro- 
jecting forward; the tongue was large and broad; the neck was short and 
thick, and the head inclined forward, as the result of a cervico-dorsal 
kyphosis. In the hands and feet the hypertrophy involved the bones and 
the soft parts; the forearms and legs were also somewhat enlarged ; the en- 
largement was the more pronounced upon the right side. The thorax was 
abnormally large. There was total blindness, with atrophy of both optic 
nerves. The body-length was five feet nine and a half inches; the body- 
weight two hundred and sixty-two and a half pounds; an increase of seven- 
teen pounds in twelve years. 


524 PROGRESS OF MEDICAL SCIENCE. 


THE LESIONS FOUND IN A CASE OF SENSORIAL APHASIA WITH RIGHT 
HEMIOPIA. 


DEGERINE (L’ Abeille Méd., 1891, No. 15) reported to the Société de Biologie 
the result of the necropsy in the case of a patient who had for several months 
presented complete verbal deafness and verbal blindness. Hearing was 
otherwise preserved. While vision was acute, there was a right hemiopia, 
for on moving an object from right to left before the eyes of the patient he 
did not perceive it until the middle line had been passed. There was com- 
plete agraphia so far as concerned spontaneous writing or writing under 
dictation (verbal deafness impairs this test), but the power to copy was fairly 
well preserved. The motor faculty of speech remained, but language was 
incoherent and paraphrasic. There was no trace of hemiplegia and no 
appreciable alteration of general sensibility. A few days before death, stupor, 
and finally coma, was manifested. There was found at the necropsy, on the 
external surface of the left cerebral hemisphere, a yellow patch, commencing 
in front of the posterior half of the inferior two-thirds of the ascending 
parietal convolution, leaving intact the fissure of Rolando. It involved the 
entire base of insertion of the parietal as well as the vertical plis de passage 
uniting that convolution to the superior parietal, following quite exactly the 
inter-parietal scissure. It likewise involved the entire inferior parietal con- 
volution (supra-marginal gyrus and angular gyrus), extending into the pos- 
terior portion of the first and second temporal convolutions and the second 
occipital convolution. The centres for auditory and visual memory of words 
were thus destroyed. The softening extended through the subjacent white 
matter down to the ventricular walls, destroying the radiations of Gratiolet, 
and thus accounting for the right hemiopia. The frontal lobe was absolutely 
intact, and Broca’s convolution examined microscopically did not give evi- 
dence of granular bodies. 

Degerine calls attention specially to the paraphrasia which existed in this 
case, as demonstrating once more how necessary is the preservation of audi- 
tory images to the proper functioning of Broca’s centre. The discrimination 
between paraphrasia and motor aphasia is important, and in this case enabled 
the integrity of Broca’s convolution to be affirmed during life. 


TREATMENT OF YELLOW FEVER BY COLD-AIR BATH. 


Garora (L’Abeille Méd., 1891, No. 16), according to a letter from the 
French consul at Santiago, Cuba, proposes to use the metallic casket as an 
ante-mortem apparatus, and in the treatment of yellow fever. His apparatus, 
which is open at one side, is made of zinc with double walls, 10 centimetres 
(4inches) apart, the space being utilized for the reception of ice. It is 2 
metres (say 64 feet) long, and in section 1.10 metres (say 3} feet) square. As 
soon as the disease is recognized the patient receives a laxative and is placed 
in the casket. The temperature of the enclosed air varies from 0° C. (32° F.) 
to 10° C. (50° F.). Garcia believes that the cold not only plays the part of 
an antithermic agent, but that it sterilizes the chamber and produces a 
“lavage of the blood.” The external air on entering the casket is chilled, 
and its vapor is at once condensed ; a part of the condensed moisture freezes 
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and is deposited on the zinc. The other portion remains in suspension about 
the patient, and is rapidly absorbed by the cutaneous and mucous surfaces. 
Entering the blood it dilutes the soluble toxic products this fluid contains, 
and by increasing blood-pressure promotes their excretion: by diuresis. Of 
twenty patients thus treated only two died. 

Le Roy de Méricourt, who read the Consul’s letter to the Academy of 
Medicine at Paris, refrained from any expression of opinion. 


Tue Bratins oF Two APHASICS AND ONE DEAF-MUTE. 


Luys (LZ) Abeille Méd., 1891, No. 15) presented to the Biological Society of 
Paris the brain of a soldier of forty-eight years, who, after falling from his 
horse upon his head, exhibited left hemiplegia without disturbance of sen- 
sibility. Speech being impossible, he wrote with the right hand intelligent 
responses to questions. He used that hand habitually for all purposes, and 
had never been left-handed. 

At the necropsy there was found a notable difference in weight between 
the two cerebral hemispheres. The right weighed 220 grammes and the left 
287 grammes. The left hemisphere was well formed and showed no lesion. 
The right hemisphere exhibited a great loss of substance, principally in the 
region of the insula. The gray matter was replaced by a yellowish areolar 
tissue. The area of destruction was not arrested here, but extended some- 
what like an enlargement and prolongation of the parallel fissure. The base 
of implantation of the third frontal convolution was interrupted at the level 
of the ascending frontal. Nevertheless the frontal and parietal convolutions 
remained intact. The first temporal convolution was destroyed throughout 
its entire extent. The inner surface of the right lobe did not, from a mor- 
phological standpoint, show any appreciable lesion. The thalamus was slightly 
atrophied. The corpus striatum was not laid open, but the depth of the 
lesion which had practically removed the insula permitted it to be deter- 
mined that the extra-ventricular portion was notably atrophied. This obser- 
vation seems to show that the speech faculty is not exclusively located in 
the left hemisphere and the third frontal convolution. Luys queries whether 
aphasia of traumatic origin has a different evolution from aphasia of “ spon- 
taneous ”’ origin. 

The same author exhibited the brain of an idiot girl, aged five years, whose 
death had been due to acute pulmonary disease. The child had been of 
medium stature; she had never given any sign of intelligence; she was 
docile, appeared to hear what was said to her, but was completely incapable 
of speech. The brain was large, and the convolutions presented very few 
folds. The right lobe showed no morphologic deformity. The right third 
frontal convolution was normal; the left third frontal was characteristically 
malformed ; instead of branching, like its fellow, from the base of the ascend- 
ing frontal, it branched from above like a division of the second frontal. 
This conformation, with absence of speech, is new evidence in favor of 
Broca’s theory. 

A third brain shown by Luys was that of a female deaf-mute, aged twenty- 
two years. The left third frontal convolution was completely atrophied, 
being reduced to a curvilinear fold. Its point of insertion upon the base of 
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the ascending frontal was interrupted, and at that point replaced by an 
irradiating prolongation, like a bifurcation of the second frontal, which had 
taken on exuberant development. The right third frontal followed the 
normal configuration. 


THE ETIOLOGY OF EPILEPSY. 


WALTON and CARTER ( Boston Medical and Surgical Journal, 1891, No. 19, 
p. 485) have made a study of the connection between epilepsy and infantile 
convulsions. By careful scrutiny and elimination of doubtful cases, they 
were able among two thousand five hundred and thirty-nine cases of all 
kinds applying at the neurological department of the Massachusetts General 
Hospital, to isolate one hundred and thirty-three cases of epilepsy—5.25 per 
cent. In time of onset, they were divided as follows: From birth to five 
years, twenty cases (15 per cent.) ; from six to ten years, eighteen cases (13.5 
per cent.); from eleven to fifteen years, twenty cases (15 per cent.); from 
sixteen to twenty years, nineteen cases (14.33 per cent.) ; from twenty-one to 
thirty years, thirty-five cases (26.33 per cent.) ; from thirty-one to forty years, 
twelve cases (9 per cent.) ; from forty-one to fifty years, three cases (2.25 per 
cent.); from fifty-one to sixty-five years, four cases (3 per cent.) ; unknown, 
two cases (1.5 per cent.). Of seventy successive cases of pure epilepsy in 
hospital and in private practice, in which careful inquiry was made as to the 
occurrence of convulsions in infancy, both in the patient and in brothers 
and sisters, nine commenced in infancy and became continuous, fiftv-six 
presented no history of convulsions in childhood, and five only presented a 
history of convulsions in infancy followed by a period marked by an absence 
of convulsions. It was found that among the brothers and sisters of epi- 
leptics, convulsions in infancy were more common than among the epileptics 
themselves. Of one thousand children consecutively taken at random from 
society, Walton and Carter elicited a history of convulsions in infancy in 
one hundred and eleven. It has been estimated that there are about six 
epileptics in every thousand of population; as convulsions in infancy are 
observed in one of fourteen cases (five in seventy) of epilepsy, the two affec- 
tions occur coincidently once in not less than 2000 individuals; and as con- 
vulsions in infancy are observed in 222 of every 2000 (111 in 1000) indi- 
viduals, the chance that a child presenting convulsions in infancy will 
develop epilepsy later in life is 1 in 222. The conclusion to be arrived at is 
that epileptics are at least not more likely than others to have had convul- 
sions in infancy, and that, conversely, a child that has had convulsions in 
infancy is not more liable than any other to develop epilepsy later in life, 
after a period marked by freedom from attacks has removed the case from 
the class of epileptics in which the convulsions begin in infancy and become 
continuous. 


TONSILLITIS ; PERICARDITIS WITH EFFUSION; PUNCTURE. 


SuHattuck (Boston Medical and Surgical Journal, 1891, No. 19, p. 491) has 
reported the case of a woman, twenty-four years old, who was seized with 
tonsillitis, and subsequently developed pain and swelling in several joints, 
with feverishness, pain in the precordium, and dry cough. On examination 
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the area of cardiac percussion-dulness was found to be enlarged and a peri- 
cardial friction-sound was heard near the apex and on the aortic area. In 
the further progress of the case the condition became so critical that by means 
of a trocar and canula plunged into the fifth intercostal space on the right, 
three inches from the median line, about an ounce of bloody, serous fluid 
was removed. An endeavor to aspirate in the fourth intercostal space on 
the right, two and a half inches from the median line, was unsuccessful. As 
a few days later the symptoms were not relieved, the trocar was introduced 
into the fifth intercostal space on the left, four and a half inches from the 
median line, and a half-ounce of serum withdrawn. On the following day 
the trocar was introduced into the fifth interspace, on the left, at the anterior 
axillary line, six and a quarter inches from the median line, but no fluid was 
obtained. Ultimately, despite the occurrence of the pulsus paradoxus and 
of delirium, and the development of friction-sounds on both sides of the 
chest, the patient slowly improved; a systolic murmur, heard at the apex, 
however, persisting. As convalescence was about to set in, it was noticed 
that not only was the action of the heart abnormally frequent, but also that 
the thyroid gland was enlarged and that there was well-marked tremor, 
although the eyeballs were not prominent. 


SURGERY. 


UNDER THE CHARGE OF 
J. WILLIAM WHITE, M.D., 


PROFESSOR OF CLINICAL SURGERY IN THE UNIVERSITY OF PENNSYLVANIA ; SURGEON TO THE 
UNIVERSITY AND GERMAN HOSPITALS ; 


ASSISTED BY 
A. C. Woop, M.D., AND C. L. LEonarp, M.D., 
INSTRUCTOR IN CLINICAL SURGERY, UNIVERSITY ASSISTANT INSTRUCTOR IN CLINICAL 8UR- 
OF PENNSYLVANIA ; ASSISTANT SURGEON, GERY IN THE UNIVERSITY OF 
UNIVERSITY HOSPITAL. PENNSYLVANIA, 


CASE OF COMBINED PYLORECTOMY AND GASTRO-ENTEROSTOMY FOR 
CARCINOMA OF THE PyLOoRUS; RECOVERY. 


JESSETT reports (Zancet, London, vol. ii., No. 17, 1891) the following case: 
Female, aged thirty-eight, married, complaining of vomiting more or less 
frequent for some months, accompanied with localized pain and general 
weakness. The bowels were constipated. A tumor connected with the 
pylorus was easily made out. The diagnosis of obstruction of the pylorus, 
probably of a malignant nature, was made, and operation advised. 

The patient consenting, the operation was done as follows: An incision 
three inches in length was made in the middle line from the umbilicus up- - 
ward. The tumor was easily seized and brought out through the wound. 
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There were no adhesions. The growth was found to extend four or five 
inches along the walls of the stomach. Using an aneurism-needle armed 
with chromicized gut, the vessels running along the greater and lesser cur- 
vatures of the stomach were ligatured. With a pair of ligament forceps the 
stomach on the duodenal side of the proposed section was clamped. The 
assistant holding the stomach, it was then cut through. All bleeding vessels 
were secured with catgut. A quantity of fluid in the stomach was siphoned 
off and the edges of the wound in the stomach brought together by means of 
a continuous chromicized-gut suture passing through all the coats. Quilt 
sutures of the same material were then passed through the serous and mus- 
cular coats. The duodenum was next divided between forceps and an elastic 
ligature. The divided end of the duodenum was sutured exactly as in the 
case of the stomach, and the rubber ligature removed. Gastro-enterostomy 
was now performed. An incision an inch and a half long was made in the 
stomach parallel with, and about an inch from the greater curvature, and 
two inches from the divided end. A Senn decalcified bone plate threaded 
with two lateral chromicized-gut ligatures, and two longitudinal No. 1 silk 
ligatures, was introduced, The lateral ligatures were passed through all the 
coats of the stomach about an eighth of an inch from the incision. A loop 
of the jejunum, close to its origin, was caught, and after passing an elastic 
ligature above and below, a similar bone plate was introduced in the convex 
surface of the intestine in the same manner as in the stomach. The two plates 
being now held in accurate apposition by an assistant, the corresponding liga- 
tures were tied. Five quilt sutures were introduced along the upper edges 
and ends of the plates. All having been cleansed, the abdominal wound was 
closed with silkworm-gut sutures. The patient bore the operation well. The 
portion of stomach and pylorus removed measured six inches in length. 
Brandy and beef-tea enemata were ordered, and tepid water in tablespoonful 
doses if a desire was expressed for anything by the mouth. Food by the 
mouth was gradually resorted to as the condition warranted. On the six- 
teenth day the silk ligature loops and part of the gut ligatures were passed 
per rectum. On the nineteenth day the patient was exhibited to the Clinical 
Society. At the time of writing she had gained twenty and one-half 
pounds. 


NoN-MALIGNANT TUMORS OF THE BREAST AND THEIR TREATMENT. 


JacoB, translated by Cumston (Dublin Journ. Med. Sci., 3d ser., No. 240), 
after a review of the subject, reports six cases of non-malignant tumor of the 
female breast. The author emphasizes (1) the relations of chronic mastitis 
to fibromata and to cysts of the breast, and (2) the pain in fibromata. 

Of the non-malignant tumors of the female breast, fibromata are the most 
common. Eighteen of thirty-four cases collected by Labbé and Coyne were 
pure fibromata ; three were cysts, by retention of products produced by con- 
nective hyperplasia; eight were sarcomata, four of which had fibromata for 
the starting-point. Fibromata develop during the sexual period—that is, 
between the ages of twenty and forty years. 

It.is stated that if these patients are questioned about the condition of their 
breasts during menstruation they will be found to experience increased ten- 
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sion in the gland, with redness, heat, swelling, and pain, indicating a con- 
gestion or even an inflammation of the organ—a veritable menstruation 
mastitis. Frequent repetitions of this process favor connective-tissue pro- 
liferation, and finally a fibroma results. This same process, by compressing 
the excretory ducts and making traction on the acini, may form cysts. 

In the surgical treatment of these tumors enucleation is to be performed, if 
possible; if this cannot be done then a partial amputation is advised, after 
the method of Tripier. An incision is made from the periphery of the organ 
toward the nipple, stopping short of the areola. A triangular piece of the 
gland, including the tumor, is removed, having the base at the periphery. 
The gland is sutured with catgut and the wound is then closed with super- 
ficial sutures. The object of the deep sutures is to preserve the shape of the 
breast. 

The article concludes with the following résumé: Chronic inflammation of 
the breast, developing under the influence of menstruation or the puerperal 
condition, may end in fibroma or multiple cysts. Traumatism, by producing 
localized mastitis, can thus produce fibroma or solitary cysts 2 fortiori when 
the preceding causes exist. The affection, if taken at the outset, can be 
greatly improved and even cured by a local and general medical treatment 
applied both at the same time. If it remains without effect, surgical treat- 
ment is necessary—by enucleation, if it be possible, but more frequently 
partial amputation of the breast. Prof. L. Tripier has improved the pro- 
cedure by employing in every case two drainage systems and two planes of 
sutures—a submammary drainage and deep suture of the gland, a subcu- 
taneous drainage and a superficial or cutaneous suture. This method gives 
excellent results as to the shape of the breast—all the more so as in certain 
cases it is easy to hide the line of incision either in the submammary fold, or 
in the line of junction of the areola with the skin. 


CoMPLETE PRIMARY UNION FOLLOWING SUPRA-PUBIC CysTOTOMY. 


ALBARRAN (Annales des Maladies des Organes Génito-urinaires, 9e année, 
tom. ix., No. 12) gives the following method of operation with the above 
result in two cases of vesical tumor: He made a longitudinal incision with 
the patient in the Trendelenburg position; the tumor was removed by free 
incisions extending well into sound tissues, and bleeding was controlled by 
six catgut sutures, used to make exact approximation of the edges of the 
wound. Free vesical drainage was secured by passing the catheter of De 
Pezzer from the bladder outward through the urethra, its trumpet-shaped 
proximal extremity resting close upon the orifice of the urethra and its 
shape preventing all danger of displacement. It is to be frequently washed 
out with boric solution, and can be removed on the third to ninth day. The 
vesical and abdominal wounds were closed by four series of sutures: the first 
of catgut through the mucous membrane; and above this a Lembert suture 
of silk; while the abdominal walls were sutured by a deep catgut and a 
superficial silkworm-gut suture, a small drain being introduced into the pre- 
vesical space at the lower angle of the wound, to be withdrawn in twenty- 
four hours, and a suture being left in situ, to be tied after the removal of 
the drain. The patients in these two cases recovered completely in ten and 
VoL. 103, No. 3 —maRcH, 1892. 22 
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eleven days, one being seen in perfect condition seven months afterward, 
although they were fifty-two and seventy-three years of age respectively, and 
one so exhausted that preparations had been made for transfusion. Perfect 
drainage and arrest of hemorrhage are indispensable. 

[The contra-indications to suturing of the bladder are very strong in many 
cases of tumors and of calculus. It is almost certain that it should not be 
employed when the following conditions are present, as occasional successes 
do not compensate for the increased risk of extravasation and pelvic cellu- 
litis: 1. When the tumor or calculus is large and its removal involves 
much instrumentation. 2. When the bladder is already injected with pus 
microbes, as shown by the ammoniacal and purulent urine. 3. When the 
bladder is found to be hypertrophied or very irritable. 4. Where there 
is likely to be consecutive hemorrhage into the bladder. 

In cystotomies in patients with small stones and with acid normal urine, 
vesical sutures are of great advantage. In cases of tumors of recent develop- 
ment, not yet followed by much cystitis, they are likewise useful. In cases 
of rupture of the bladder they are clearly indicated. In other cases the 
risks of their use should be carefully weighed before they are employed.— 
J.W. W.) 

THe NATURE AND RESULTS OF DIFFERENT METHODS OF WOUND- 
TREATMENT, ESPECIALLY WITH REFERENCE TO LAPAROTOMIES. 


KistTer ( Centralblatt fiir Chirurgie, 1891, No, 48), speaking of the princi- 
ples of anti- and aseptic treatments, holds the latter to be the true ideal of the 
surgeon, yet thinks due weight must be given to the opposing circumstances 
which are found in practice. There must be modifications to accord with the 
wishes and position of each surgeon, and the application of either principle 
must be varied according to conditions. In case of the lack of proper mate- 
rial, so often found, especially in general practice and war practice, the use 
of antiseptic solutions becomes imperative ; and no matter who the surgeon, 
there are infected cases, and cases, as of mouth, genital, and intestinal 
wounds, where it is impossible to be aseptic, and therefore antisepsis must 
be used. He therefore teaches and illustrates the laws of both methods in 
his clinic, and advises that this be done generally. Especially in lapar- 
otomies he finds asepsis to be gradually displacing antisepsis, and in 60 cases 
saw but 8 deaths in twenty-one months’ service in his clinic. Three of 
these only were septic wounds, with 2 from sublimate poisoning, 1 from 
sarcoma of the meso-colon, 1 an echinococcus in the pelvic fascia of a young 
girl, and 1 a choledochotomy. 


Two CAsEs OF INTESTINAL RUPTURE HEALED AFTER LAPAROTOMY. 


JAHODA (Wiener klin. Wochenschrift, Jahr. iv., No. 45), in two cases of 
intestinal rupture caused by contusion and without external wound, gives the 
following descriptions and conclusions : 

Case I.: Laparotomy performed eighty hours after accident. About six 
quarts of fluid were found in the abdomen, foul and filled with coagula; 
the entire small intestine was covered by a fibrinous suppurating exudate ; 
the serous surfaces were inflamed, and on the side opposite to the mesentery 
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a rounded opening about half an inch in diameter was found. This was 
closed by a Lembert suture, at right angles to the longitudinal axis of the 
intestine. The abdomen was washed out with a 1: 1000 salicylic acid solu- 
tion, and dried thoroughly with aseptic gauze. The abdominal wound was 
closed by three series of sutures without drainage, and an iodoform dressing 
applied. Two days later there was a discharge of foul fluid from the lower 
angle of the wound, but the patient recovered, and was seen five weeks after 
dismissal in good health. 

Case II.: Laparotomy twenty-five hours after the accident, with same treat- 
ment and recovery. 

He concludes that laparotomy as early as possible is the proper treatment 
in such cases, but that these two cases show that even after eighty hours an 
operation may save the patient; that the preferable incision is through the 
linea alba, and of sufficient length to make exploration easy ; and that adhe- 
sions are to be broken up and fibrin removed with aseptic gauze during irri- 
gation with a salicylate solution. 


IMMEDIATE SUTURE OF THE RUPTURED URETHRA. 


BARLING (Birmingham Medical Review, vol. xxx., No. 160) reports four 
cases, and draws the conclusions that follow: 

Case I.: The patient died on the twentieth day from suppuration and 
pneumonia, after a severe railroad crush of the pelvis. The urethral wound 
was found ununited, although four stitches had been inserted, and up to the 
ninth day little urine had escaped by the perineal wound, and a catheter 
could be passed with little difficulty. 

Case II.: A boy, aged nine years, fell astride a paling; there was an 
oblique tear, anterior to the membranous portion of the urethra; one stitch 
only could be inserted. The wound healed rapidly, and since the patient is 
catheterized twice weekly, only a slight irregularity is felt four inches from 
the meatus. 

Case III.: A boy, aged ten years, fell astride a rail; the urethra was rup- 
tured in the membranous portion. Two sutures were introduced but the 
urethra failed to unite; it healed by granulations about a catheter; and the 
patient has a very irregular deep urethra, that demands the passage of a 
No. 7-10 bougie to keep it from speedily contracting. 

Case IV.: The patient, a man, aged twenty-seven years, fell on the handle 
of a barrow, rupturing the posterior portion of the membranous urethra; 
the case was complicated by the existence of two strictures of the urethra 
requiring preliminary internal urethrotomy. The tear was at the very apex 
of the prostate, and owing to the depth of the wound could not be sewed, 
and was treated by the usual way of tying in a catheter. Patient died of a 
pyelo-nephritis due to the presence of the catheter. 

Barling believes that immediate perineal section is called for in all these 
cases to prevent extravasation of urine, and that suturing the urethra should 
be attempted, with the hope of obtaining primary union. A supra-pubic 
drain is introduced, to prevent the wound from being bathed by the urine 
that must escape alongside of a catheter, and which he believes prevents 
primary union. He formulates the details of the operative procedure. 
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[Kaufmann, of Zurich, has shown by successful experiments on dogs, and 
Erasme, Bryson, the writer, and others, by actual operations, that immediate 
suture of the urethra, in cases of rupture, is practicable and useful. Erasme 
sutures over a large catheter, using catgut stitches, not including the mucous 
membrane. Kaufmann placed his first row of stitches in the mucous mem- 
brane, tying them within the canal. 

The operation would certainly seem to meet all the indications in a 
case of rupture. The value of the supra-pubic drain seems more than 
doubtful. It cannot possibly prevent all the urine from passing by the 
urethra, and it adds a complication to cases already sufficiently serious.— 
J. W. W.] 

ANTISEPTIC PRECAUTIONS TO BE USED BEFORE OPERATIONS ON THE 
GENITO-URINARY REGION. 


M. Laravux (La Chirurgie Contemporaine des Organes Génito-urinaires, 
November, 1891) gives the following as the best method of observing anti- 
sepsis in these operations: For metallic instruments he considers the best 
procedure to be boiling for half an hour in a 5 per cent. carbolic acid solution, 
and then keeping in tightly closed aseptic boxes. Just before the operation 
they are to be washed with a 1: 1000 sublimate solution, and then placed 
in a saturated boiled solution of boric acid, and, in general, all instruments 
should be placed in this solution before their introduction into the urethra. 
Nélaton’s sounds, made of red rubber, may also be dipped in these solutions 
without doing them harm. Soft rubber instruments are to be washed out 
with 70 per cent. alcohol, afterward to be washed in 1 : 1500 sublimate solu- 
tion, and finally boiled for twenty minutes in water. Before introducing the 
instruments, he dips them in 5 per cent. borated vaseline. The hands of 
the operator and the parts to be operated upon must be made aseptic, and 
then the genito-urinary tract itself, for if itis not aseptic all other precautions 
are useless; this he accomplishes by the use of a boiled saturated solution of 
boric acid injected into the urethra and bladder, without the use of the 
catheter; if this solution produces pain, cocaine may be added to it. When 
the bladder is infected, a certain amount of the antiseptic solution should be 
allowed to remain in it. 

[An even more important method in the disinfection of the urinary tract 
consists in the administration of salol or boric acid by the mouth. It has 
been conclusively shown that by their effect upon the urine, which they 
sterilize or render antiseptic, these agents are potent in preventing many 
forms of infection.—J. W. W.] 


TUBERCULOUS DISEASE OF THE BREASTS. 


Manpry (Centralblatt fiir Chirurgie, 1891, No. 45) gives a summary of 
tuberculous disease of the mamma, made up from seven observations in the 
Tiibingen Klinic, together with a thorough critical study of the literature of 
this subject, based solely on unquestionable cases. He finds only 21 out of 40 
cases that stand the test of his criticism, and not even in all of these was the 
histological ground for diagnosis found sufficient. 


| 
| 
| 
| 
| 


SURGERY. 333 


CysTs OF THE SPERMATIC CORD AND THEIR TREATMENT. 


Gross (La Semaine Médicale, 11e année, No. 50) considers these cysts of 
the cord to comprise solely the spermatic and the peritoneo-funicular varie- 
ties. He mentions as cases of these cysts having no connection with the 
testicle or epididymis one cited by Liégard and another by Terrillon, but 
gives to Hochenegg the credit of first systematically describing these cysts, 
which, according to the latter, originate on the posterior superior part of 
the epididymis and the first part of the efferent canal. The majority of the 
cysts of the cord are funicular encysted hydroceles developed in the unob- 
literated portions of the vaginal process of the peritoneum, and do not differ 
in character from a localized serous peritoneo-vaginitis, except in the fact that 
the communication with the peritoneum has been obliterated. In a case 
which he reports, the tumor disappeared when the patient remained in bed 
three days, and reappeared on rising after some length of time. This case, 
on operation, proved to be an encysted communicating and intermittent 
funicular hydrocele connected by a filiform canal with the peritoneal cavity. 
This proof of the nature of these cysts leads him to believe that extirpation 
and not injection of irritants is the proper treatment, and also that the 
knowledge that these cysts may be spermatic should preclude other treat- 
ment. He considers it wise to open the sac immediately rather than to try 
to enucleate it in its entirety, to damage the cord, and he also advises firm 
pressure after the operation, and scrupulous antiseptic precautions during 
its performance. 


AN OPERATIVE TREATMENT FOR DILATATION OF THE STOMACH. 


BrrcHeER (Correspondenzblatt fiir Schweizer Aerzte, Jahr. xxi., No. 23), in 
describing his operation for dilatation of the stomach, distinguishes two 
varieties, and says that it is more applicable to atrophic dilatation than to 
hypertrophic, illustrating his method by the following cases: 

Case I.: Woman, aged forty-nine years, servant, ill for five years, admitted 
to the medical wards three times within a year; dismissed cured of symptoms, 
only to have them return. Finally, after admission to the surgical wards, an 
operation was performed: An incision was made parallel with the border of the 
left ribs 15 cm. long, the stomach drawn out, a fold made into it large enough 
to reduce it to normal size, the greater curvature being sutured nearly on a 
line with the lesser. The fold was sewed throughout its entire length with 
silk sutures, the fold hanging within the stomach from its upper inner surface 
throughout its entire length, thus reducing the size of the stomach by raising 
its lower border and making it possible for it entirely to empty itself, thus re- 
moving the mechanical pressure which before prevented a complete cure. The 
patient recovered rapidly, got up from bed on the tenth day, and remained 
in good health for nearly three months—when, after many indiscretions, the 
catarrhal symptoms were renewed, and a pyloric tumor was diagnosiicated, a 
thickening having been felt at the first operation. On the eighty-third day 
a second laparotomy was performed and the pylorus excised. At this time 
small but strong connective-tissue bands were found to have covered the silk 
sutures of the former operation, but the two serous surfaces were only slightly 
adherent. 
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The death of the patient, from escape of bile into the peritoneal cavity, gave 
an opportunity for examination which showed that ‘the dilatation was per- 
fectly cured in its anatomical and physiological aspects by the operation.” 

Case II.: Woman, aged sixty years, ill for fifteen years. Differed from Case 
I. only in that there was lengthening of the stomach, and the fold was made 
at right angles to its longitudinal axis. The case progressed favorably, and 
was dismissed in thirty-three days, with no return of symptoms after thirty 
months. 

Case III. was a severe case with general catarrhal symptoms, but was 
cured by this operation, and the general catarrh by a Carlsbad treatment. 

Case 1V.: The symptoms were intermittent; this was found to be caused 
by a fibrous band that constricted the pyloric end of the stomach when very 
full and prevented the expulsion of ingesta. It was cured by the cutting of 
the band, which simply exerted a mechanical pressure and was not connected 
with the stomach. 

Bircher believes the operation to be harmless and effective because it puts 
the stomach in a mechanical condition to be cured by other treatment of its 
dyspeptic symptoms, and that it should be employed where the ordinary 
cure is followed by relapse after cessation of treatment. He believes silk 
sutures should be used, as there is not sufficient adhesion between the serous 
surfaces before catgut sutures would have been absorbed. 


THE DISINFECTION AND STERILIZATION OF SURGICAL INSTRUMENTS. 


In an exhaustive article (Archives de Méd. et Pharm. Militaires, tome xviii., 
No. 12) MALJEAU arrives at the following conclusions: 

The best method of destroying pyogenic and infecting germs, whose resist- 
ance is increased when enveloped in a dried albuminoid, as blood or pus, is 
to boil all metallic instruments for twenty minutes in a solution of the carbo- 
nate or the crystallized soda, 1 per cent. being as efficient as a stronger solu- 
tion, as it acts not as a germicide but as a dissolvent of the dried albuminoids, 
and allows the heat to act upon the spores. The cleaning of the instruments 
with soap and brush is not to be discontinued, but they are to be cleaned 
before being boiled; and as an efficient-method of preventing the drying upon 
instruments of pus and blood, he advises the placing of them, immediately 
after use, in a warm solution of soda that has been previously boiled for ten 
minutes, For instruments not entirely metallic, as knives, he advises the 
dipping of the blades in a boiling 5 per cent. carbolic solution for five minutes, 
the whole instrument to be placed in a cold solution for fifteen minutes. He 
found that the spores of vibrio septicemiz and tetanus bacillus, when covered 
by dried albuminoids, were unaffected by remaining in a 5 per cent. solution 
of carbolic acid for five days, and that at the end of four days they were 
living in a neutral 1 : 1000 sublimate solution, and concludes that there is 
no practical antiseptic capable of destroying germs in a sufficiently short 
time without the addition of heat. 

[It may fairly be said that this method of boiling in soda solution is that 
preferred and employed by the great majority of surgeons at the present day, 
because of its convenience and certainty of action. If, however, for any 
reason it is not possible to employ it, immersion of the instruments for twenty 


| 

| 

| 

| 

| 

i 

| 


SURGERY. 335 


minutes in a 1: 20 carbolic solution, or for a much shorter time in a 1: 1000 
sublimate solution, will render them aseptic in the great majority of cases.— 
J. W. W.] 
THE TREATMENT OF PELVIC SUPPURATION BY THE SACRAL AND 
PARASACRAL METHODS. 


SAxTORPH (Centralbi. f. Chir., 1891, No. 51), writing on the best method of 
treatment of suppuration in the pelvis, comes to the following conclusions: 

1. The parasacral method gives free and easy access to the pelvic cavity 
and makes effective drainage possible. 

2. This method permits of a local and radical treatment of the pelvic 
suppuration and extravasation, either sub-peritoneal or intra-peritoneal. In 
those cases in which the disease starts from the bone, high on the posterior 
pelvic wall, the sacral method of operation may become necessary. In all 
other cases of pelvic accumulations the object can be obtained by a simple 
parasacral operation, which only requires incision through soft parts. 

8. The incision is simple and without danger, and does not endanger 
large vessels or nerves. The wound heals quickly and does not leave any 
impairment of function. 

4. The parasacral operation must, therefore, be considered as the operation 
of selection in cases of suppuration or extravasation in the true pelvis. 


ON THE TREATMENT OF TRAUMATIC ANEURISMS: WITH THE REPORT OF 
A CasE CuRED, INVOLVING THE RIGHT ComMON CAROTID ARTERY. 


MATLAKOWSEI (Annals of Surgery, vol. xiv., No. 6) relates an interesting 
case of traumatic aneurism, and studies the subject very carefully. 

Case: Female, aged forty-one years; had noted two years previously that 
the right half of her neck was rather thicker than the other half, and that 
below the angle of the jaw she could feel a tumor as large as a plum, which 
gradually enlarged in size. On account of the constant growth and frequent 
nausea, she consulted a doctor, who drew off fifteen syringefuls of a trans- 
parent light-yellow fluid, and then injected into the cavity a 10 per cent. 
solution of zine chloride. 

On the eighth day after the puncture the patient felt a violent tearing pain 
and pulsation in the neck, and a much larger tumor was present than before. 
A doctor was called, who punctured the tumor, and instantly blood gushed 
out, so that the wound had to be sutured and dressed with hemostatic cotton, 
The tumor rapidly enlarged ; there was a sense of tearing and bursting of the 
neck, with retraction of the tongue and piercing pain in the right half of the 
head and nape of the neck. The head was turned with the face to the left, and 
slightly bent downward. The whole right side of the neck was occupied by a 
very prominent tumor along the sterno-mastoid muscle, from the mastoid 
process nearly to the clavicle. Pulsation could be seen and felt, and a bruit 
heard. 

It seemed probable that the patient had at first some kind of a cyst (not 
congenital) near the carotid artery, and that the irritating fluid injected might 
have caused the rupture of the wall of the artery. 

The diagnosis of traumatic aneurism having been made, it was decided to 
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cut down on the sac and tie the vessel. Ligature of the common carotid had 
become impossible on account of the spreading of aneurism to the clavicle. 

Accordingly a bold incision was made in the tumor, and the finger intro- 
duced to control the vessel. The cavity was cleansed and sponged, when the 
common carotid was plainly seen traversing the posterior wall. Above, the 
bifurcation was seen, and the cause of hemorrhage demonstrated to be due to 
the sundering of the external carotid from the common trunk, In the region 
of the bifurcation a smooth membrane was noticed resembling the wall of a 
sebaceous cyst. This was probably the cyst into which the hemorrhage took 
place. The common carotid was ligatured just below the lesion, as well as 
the external and internal branches just above the bifurcation, and two smaller 
branches, The wound was then drained and dressed. On recovering con- 
sciousness the patient declared herself free from her former pains. The in- 
ternal jugular vein was not seen. 

On the following day the entire left half of the body was found to be 
paralyzed. The intelligence was impaired; she did not know she was para- 
lyzed, and took little interest in her surroundings. She answered questions 
reasonably enough; drank willingly. Sensation gradually returned in the 
paralyzed side, and finally motion, and by the sixth week she could walk 
with assistance. At the time of leaving the hospital the patient could, with 
some difficulty, walk alone and was able to move the upper extremity fairly 
well. 

In this case the left hemiplegia is worthy of note. As it came on in the 
night, nothing is known about the condition of the patient at the time or 
before. This accident is said by Lefort to occur in above one-fourth the 
cases operated upon, and about one-fifth of such cases die of cerebral dis- 
turbances. The mortality after ligature is put down as above 43 per cent. 

The mode of origin of this aneurism is interesting. Matlakowski thinks 
that there is no doubt that the patient had a cyst contiguous to the vessel, 
and that the action of the chloride of zinc upon its walls caused the hemor- 
rhage. 

Seven other cases of traumatic aneurism of the carotid are tabulated, with 
six recoveries. 

[This would certainly be a very exceptional occurrence as a result of the 
application of a 10 per cent. solution of zinc chloride, which usually pro- 
duces only a superficial albuminous coagulum, and does not affect the more 
resisting structures, such as the walls of vessels. It seems more probable 
that some direct injury to the vessel resulted from the first puncture.— 
J. W. W.] 


LAPAROTOMY FOR HypATID CysTs OF THE LIVER. 


MAYNARD (Languedoc Médical, 1891, No. 6) refers to a case of hydatid cysts 
of the liver treated by laparotomy, followed by recovery, which was published 
in that journal November 27, 1891, and reviews the different methods of 
treatment. He advises in all cases incision and excisicn of the cysts by lapar- 
otomy. The chief objection to this operation is the possibility of a fistula 
remaining. This does not diminish the value of the operation, however, 
and is of little importance compared with the gravity of the affection. 
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In the case above referred to, tapping was performed without success. In 
tapping it is scarcely probable that all the cysts will be reached, and the 
method of Récamier, followed with repeated injections, has not been suc- 
cessful. 

The author has given up lateral laparotomy on account of adhesions at the 
seat of punctures, which have usually been made before the case is subjected 
to operation, as well as for the reason that at times the tumor is equally devel- 
oped on the right and left sides; the median incision is, therefore, recom- 
mended. All the vesicles are to be removed and the cavity flushed out. It 
is advised to use astringent lotions to the seat of operation, which decrease 
the biliary oozing and filtration from the wounds. In the cases observed by 
the author the digestive functions were unimpaired and nutrition maintained. 

The article closes with the statement that laparotomy is the only practical 
method for treating hydatid cysts of the liver. 


HERNIA OF THE CZCUM ON THE LEFT SIDE. 


Broca reports (Bull. de la Soc, Anat. de Paris, 5me sér., tome vi.) the follow- 
ing case which he had the opportunity of dissecting. The subject was an 
old man. On the left half of the scrotum was seen an enormous hernia, the 
scrotum on this side measuring thirty centimetres in length. The mass was 
resonant. On the right side was also a scrotal distention, but the tumor was 
not larger than the fist. 

After a long incision through the skin and dartos on the left side, the sac 
was easily isolated above, but not below. The testicle was situated at the 
lower part, at the posterior external face. The sac was incised throughout 
its entire length in front. At the junction of the middle and lower thirds was 
a fold perpendicular to the long axis. This fold was formed by the serous 
membrane. The condition at first suggested a congenital hernia. 

The hernia was direct and free from the cord ; the epigastric vessel external 
to its neck. The cord adhered below to the sac, but above was free. The 
vaginal tunic was nearly obliterated. 

The contents of the hernia were very complex. First, there were two metres 
and ten centimetres of small intestine with its mesentery. At the lower 
part of the sac the intestine was adherent. The cecum rested on the fold 
mentioned. Above were fifteen centimetres of ascending colon. 

On the right side the hernia was direct, and situated under the atrophied 
cremaster, but free from the cord. 

The bladder was not displaced. An interesting feature was the reduplication 
of the serous membrane in the left sac, forming a diphragm or valve-like 
structure on which the cecum rested. The hernia was certainly acquired, 
because it was extra-funicular, and was surrounded by the fascia transversalis. 


THE ORIGIN OF CERTAIN CASES OF CysTITIS ATTRIBUTED TO COLD, 
RHEUMATISM, OR GOUT. 


Bazy (Ann, des Mal. des Org. Génito-urin., 1891, Bd. ix., No. 8) speaking of 
the etiology of cystitis, believes there are cases attributed to cold, or to a 
rheumatic or gouty diathesis, which cannot be thus explained. 
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The frequent and painful micturition observed may be due to glycosuria. 
In other cases, owing to some irritating cause, it is an exacerbation of a 
former attack, which had not entirely disappeared. 

There are a good many cases, however, in which the trouble is of infectious 
origin, and can be attributed to processes of suppuration, as from a gumboil 
or a purulent tonsillitis, from which the patient may have been suffering. 
The author cites cases which seemed to belong to this class. This form of 
infectious cystitis, by its rapid recovery, is distinguished from gonorrheal 
cystitis, or that caused by an infected catheter. 


PoLypus OF THE MALE URETHRA. 


GOLDENBERG relates (New York Medical Record, vol. xl., No. 20) the his- 
tory of a patient whom he relieved of a polypus of the urethra, The patient 
was thirty-six years of age, had a number of attacks of gonorrhea, and two 
years ago noticed for the first time slight pain during micturition. This 
gradually grew worse, and excesses in alcohol or venery were followed by 
exacerbation of the pain. Later, pain during cohabitation developed, and 
frequent painful pollutions appeared, as well as headache, nervousness, and 
a continual desire to urinate, which act was performed slowly and with some 
difficulty. There was also a urethral discharge? 

From the appearance of the discharge and the history of extra-matrimonial 
intercourse, infection was suspected, and permanganate of potassium injection 
(1: 1000) was ordered. On passing a sound, resistance was met with in the 
posterior urethra. Ocular examination with the endoscope revealed a few 
granulations in the bulbous region. The posterior urethra was with difficulty 
brought into view, and at this point a mass of polyps was seen growing from 
the membranous portion and attached by a broad pedicle. 

An attempt at removal by the ‘‘ endoscope carunculotome” being unsuc- 
cessful, the growth was partially removed by an ordinary urethral polypus 
forceps. The operation was completed by Oberlinder’s “tampon écrase- 
ment” and the base touched by a 20 per cent. solution of nitrate of silver. 

Four months after, the patient remained well and free from pain and dis- 
charge. 

RESULTS OF TREATMENT OF FuNGOoUS INFLAMMATION OF THE WRIST- 

JOINT BY MAsSAGE COMPARED WITH THE RESULTS BY RESECTION. 


NIEHANS ( Centralb. f. Chir., 1891, No. 50) reports thirteen cases of fungous 
arthritis of the wrist-joint, of which twelve were treated by massage and one 
by resection. The functional results of the twelve cases were generally very 
good, and the local trouble in most of the cases was cured. In seven cases, 
with repeated formation of abscesses and fistule, the local disease never 
recurred, although in other portions of the body there were repeated abscess- 
formations which usually became chronic, and in one case resulted in death 
after seven years. The functional results in the case treated by resection did 
not satisfy the author, but eight years after the operation the case was found 
entirely cured, so that the final result (especially as the patient was aged 
thirty-three years at the time of the operation) did not leave anything to be 
desired. [In circumscribed abscess-formation massage would be valueless, 
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because: Ist. The process in this state, when the individual is young and 
healthy, tends to spontaneously cure. Evacuation of the pus, and partial 
resection, may hasten the cure. 2d. Generalization or metastasis of the dis- 
ease, when the case is treated by massage, is the more to be feared, for it is 
observed when the parts are allowed to remain quiet. The results of resec- 
tion are not so unsatisfactory, especially in the light of the improvement in 
the technique in the operation by the ulnar incision introduced by Kocher, 
which does not interfere with the radial epiphysis. It is natural that in 
young, healthy individuals, a more conservative treatment should be adopted 
than in older persons, in whom the prognosis in tuberculosis of the pee | is 
less favorable.—J. W. W.] 


OTOLOGY. 


UNDER THE CHARGE OF 
CHARLES H. BURNETT, M.D., 


CLINICAL PROFESSOR OF OTOLOGY IN THE WOMAN’S MEDICAL COLLEGE OF PENNSYLVANIA, 
PHILADELPHIA. 


INJURY TO THE EAR FROM A PIECE OF Woop. 


Dr. F. L. Jack gives the history of a little boy, five years old, who while 
at play fell, and in some unknown way ran a splinter of wood, the size of half 
a match, into his auditory canal and through the membrana flaccida. The 
accident happened three months before the boy was seen by Dr. Jack. Pain 
and otorrheea had continued ever since, and since five weeks after the accident, 
pus had flowed from a spontaneous opening at the tip of the mastoid. A few 
days later facial paralysis was noted. Under ether a foreign body was de- 
tected by the probe, and it was pulled out with a hook. The otorrhcea soon 
ceased, as did the purulent discharge from the mastoid. The membrana 
tympani appeared cicatrized. Hearing for watch twenty inches. There had 
been great impairment of hearing. Dr. Walton reported “ pretty nearly com- 
plete facial paralysis with degeneration-reaction.” (Boston Medical and Sur- 
gical Journal, vol. cxxiv., No. 21.) 


A CASE OF ABSCESS AND SOFTENING OF THE BRAIN, ASSOCIATED 
WITH CHRONIC DISEASE OF THE TYMPANUM. 


Dr. J. ORNE GREEN gives an account of a case of the above diseases, occur- 
ring in a woman thirty years old (Boston Medical and Surgical Journal, vol. 
exxiv., No. 21). Six or seven years previously the woman had received a 
blow behind the right ear, followed within a week by discharge from the ear. 
Since then she had had occasional pain, with renewed discharge, lasting 
for a week or two and then ceasing for some months. For five years, in 
rising suddenly, and in going down stairs, has been dizzy, followed occasion- 
ally by vomiting. 
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The autopsy revealed an abscess about the size of an English walnut in the 
right temporo-sphenoidal lobe, its outer wall of brain-substance being only 
one-eighth of an inch thick. She had had pain over the right side of head, 
over region of this abscess. There was no sign of transmission of purulent 
disease from the drum-cavity to the brain. 

Dr. Green says that in this case localized pain would have been a good 
guide for opening the brain abscess. He calls attention to Kérner’s statistics 
regarding this symptom. After an analysis of one hundred cases of otitic 
brain abscesses, he says, in speaking of pain, that it is of little value for locali- 
zation. Of twenty-one cases of cerebellar abscess, in eight only was pain 
referred to the occiput, while in three the pain was referred to the forehead; 
and in five cerebral abscesses the pain was referred entirely to the occiput. 


Some Points CONCERNING THE OPENING OF THE MASTOID PROCESS. 


Dr. THomAs HEIMAN, of Warsaw, enumerates the accepted indications 
for opening the mastoid, and makes some additions to them (Archives of 
Otology, vol. xx. pp. 132-141). The indications are as follows: 

1. In acute purulent otitis media, complicated with inflammation of the 
mastoid process, when the inflammatory symptoms, like the swelling of the 
skin, the fever, the persistent and severe pain, do not yield to antiphlogistic 
treatment (ice, leeches), and Wilde’s incision. 

2. In acute and chronic purulent otitis media, when the escape of the 
secretion is impeded by granulations in the middle ear or stenosis of the ex- 
ternal auditory canal, causing recurrent swelling, redness, painfulness of the 
skin of the mastoid process; or, in the absence of these objective symptoms, 
when there is suspicion of inflammation of the mastoid process. 

3. When the mastoid process is apparently healthy, but the removal of 
pus or cholesteatomatous masses through natural channels is impossible, and 
symptoms dangerous to life manifest themselves. 

4. In congestive abscesses and fistule in the region of the mastoid process; 
to which Heiman adds, “when this cannot be cured within a certain time, 
and the general condition is satisfactory, and the patient is free from any 
dyscrasia.” 

5. In persistent, cutaneous pain in the mastoid process, yielding to no 
other treatment, though there is no retention of pus and the mastoid seems 
healthy ; especially, however, when it seems sensitive to pressure. To which 
the author adds, “and also in the absence of pain in the mastoid process, 
and in free discharge of the secretion, when in acute and chronic otitis media 
there is continuous though not high fever, which does not yield after some 
time to local or general treatment.” 

6. As a prophylactic operation in symptoms of retention of secretion and 
inflammation of the mastoid process, when death is to be feared on account 
of imperfect disinfection. 

To these Dr. Heiman adds two new indications, viz. : 

7. In acute purulent otitis media in which there is no inflammation of the 
mastoid process and no retention of secretion, but in which the discharge is 
very profuse, does not yield to the usual methods of treatment after a certain 
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time, two to three weeks, or even increases, especially however, when fever 
supervenes. 

8. When there are distinct symptoms of inflammation of the brain and the 
meninges, although in such cases the chances of success are very doubtful. 

These conclusions are based on sixty-seven operations on the mastoid per- 
formed by Heiman. 

[We are surprised to find prolapse of the posterior inner and upper wall of 
the auditory canal not mentioned as one of the most pathognomonic signs of 
intra-mastoid inflammation and suppuration. Indication No.7 should be 
weighed most carefully even by the expert. As the author says, “ especially 
cases coming under this indication recover without an operation.”—Eb. ] 


CEREBRAL LESIONS DUE TO CHRONIC PURULENT OTITIS MEDIA. 


Dr. Poutson, of Copenhagen, having examined the notes of autopsies in 
the public hospital of Copenhagen for the years 1870 to 1889 inclusive, found 
in 10,159 cases, 28 in which death was attributed to an intra-cranial affection 
due to chronic purulent otitis media (Nordiskt medicinskt Archiv, vol. xxiii., 
No. 14). There were twelve cases of cerebral abscess, eight in the temporal 
lobe, seven adults and one child; three in the cerebellum, all adults. One 
case presented abscess in the cerebellum and in the occipital lobe (a child). 
Two of the temporal abscesses were opened by trepanation of the cranium. 
One case recovered entirely ; the other died of diffuse meningitis. Not much 
diagnostic significance is attached to the fever in such cases; it is not great 
in uncomplicated cases of abscess in the brain. Among symptoms of com- 
pression of the brain, the slowness of the pulse is important, but not pathog- 
nomonic. Cerebral abscess often has a very chronic development. Some- 
times the only symptoms are the final ones—somnolence and coma. Among 
the symptoms of temporal abscess is sensory aphasia. Troubles in speech 
may also occur in abscess on the left side. Hemiplegia may occur on side 
of body opposite to affected ear. This was observed in five of the cases reported. 
In all the cases narrated by Poulson a sinus-thrombosis furnished the link 
between the otitis and the cerebral abscess. 

Trepanation furnishes, of course, the only means of opening the abscess. 
The author relates a case of a woman, thirty-two years old, affected with 
chronic purulent otitis, right side. Patient began to suffer from headache 
and vomiting. The mastoid was resected, but all the symptoms persisted 
and prostration increased. The cranium was trephined fifteen millimetres 
above the auditory meatus and an epidural abscess was evacuated. The 
patient remaining, however, in a sleeping condition, and paralysis presenting 
itself on the left side in the face, arms, and legs, the dura mater was then 
opened, and a considerable quantity of pus escaped from the temporal lobe. 
The cavity of the abscess was then drained, and the patient recovered entirely. 

Nine cases of sinus thrombosis are given—one of the superior and inferior 

_ petrosal sinus, the others of the lateral sinus. Some of these cases offered no 
special symptoms, while others manifested marked pyemic symptoms. The 
author is disposed to be satisfied with opening the sinus without resorting to 
ligation of the internal jugular vein. 

The author then reviews the various cerebral symptoms in such cases, and 
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advocates an explorative trepanation of the cranium, when retention of pus 
in the tympanic cavity or mastoid cells can be excluded. Also, when the diag- 
nosis between sinus-thrombosis and cerebral abscess is uncertain, the author 
advises first opening the lateral sinus, and then, if the examination is nega- 
tive, to proceed at once to expose the temporal lobe. 


CHRONIC PURULENT INFLAMMATION OF THE MIDDLE EAR, WITH PER- 
FORATION OF SHRAPNELL’S MEMBRANE (MEMBRANA FLACCIDA). 


In this article Pror. GRUBER, of Vienna, considers the very important 
point of “ how these purulent inflammations should be treated” (Medical 
Press, London, No. 2713). “As a general rule, surgical interference has to 
be resorted to. . . . A second incision or enlargement of the primary 
perforation may have to be performed. Where greater destruction has taken 
place, a more heroic operation may be required, as when caries is present the 
small bones and part of the temporai bone may have to be removed.” If the 
more heroic operation is unnecessary, Gruber “ begins treatment by carefully 
disinfecting the whole ear by a solution of common salt, and after all foreign 
matter has been removed, rinsing the whole with sublimate solution, 1 to 
1000.” If the perforation is to be enlarged, the galvano-caustic is preferred 
as being more suitable for treatment and destruction of infectious germs 
which may be present. Granulations may be scooped out. After all septic 
matter is removed and hemorrhage checked, we are advised to pack the 
cleaned attic space with iodoform or sublimate gauze tampons, and to close 
the outer ear by the same substance. These tampons may be left in position 
“for a few days, unless untoward symptoms appear, such as pain, fever, etc., 
or where the discharge or secretions are still abundant.” “If the case 
proceed favorably, with very little secretion, five or eight days should elapse 
before any removal of the dressing. . . . As soon as the inflammatory 
secretion has ceased, tamponing should cease also, but a tampon should be 
laid outside as a protection.” One case is given as cured in one month by 
this treatment. 


AFTER-TREATMENT OF MASTOID PERFORATION. 


F. KRETSCHMANN, of Magdeburg, maintains that the final result of the 
artificial opening of the mastoid depends upon the after-treatment (Sammlung 
klinischer Vortrige, von Volkmann, No.1, Heft 7, Ist series). Attention must 
be paid to two points, viz., the diet, and the condition of the wound most 
likely to check the purulent process. 

The patient should remain in bed fora week. The food must be nutritious 
but plain. The bowels must be kept regular. Alcohol must be avoided, 
unless the heart is weak or the patient a regular drinker. Physical efforts 
and mental excitement must be avoided. Local treatment varies according 
to whether we are dealing with an acute or a chronic process. While in the 
former the chief aim need be only to remove all diseased matter, it not being 
important to have opened the antrum, in the chronic cases the middle-ear 
spaces must be thoroughly washed out, which demands an opening of the 
antrum, and that the opening thus gained be maintained for some time. 
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When the operation is done, the hemorrhage quelled, and the wound 
irrigated, shall the soft tissues be sutured? Schwartze, Jacoby, Politzer, and 
others suture the upper and lower angle of the wound, allowing only in the 
middle of the wound an opening for the introduction of a drainage-tube or a 
tampon, Suturing the wound is, of course, indicated when a rapid closure is 
desired, but in cases of chronic purulency treatment of the wound without 
sutures is desirable. The latter prevents retention of secretions and burrow- 
ing; it permits an accurate view of the wound and any treatment of the 
wound-canal which may be demanded. It also does away with the necessity 
of using the leaden peg and allows a generous tamponading of the wound. 
Tampons are preferable to drainage-tubes because they check bleeding and 
prevent secondary hemorrhage, they are antiseptic, prevent subsequent infec- 
tion of the wound, and stimulate granulations. The antiseptic material in the 
tampon is of secondary consideration. lIodoform is very popular. The 
tampon method is especially serviceable in acute caries of the mastoid, in 
which intense edema of the soft parts interferes with suturing, where the 
softened bone must be removed extensively, and where perhaps the sinus 
transversus or the dura mater has been exposed. 

Many surgeons renew the dressings every day. In the Berlin clinic, as a 
rule, they are allowed to remain unchanged forty-eight hours, while in Vienna, 
Politzer and Gruber do not change them for four days, unless febrile symp- 
toms render an earlier change necessary. If there is no fetid otorrhea, the 
dressings may remain unchanged for four, six, or even more days. It is suf- 
ficient if the ear is cleansed much sooner. When the dressings cling, they 
should not be forcibly removed. Of course, this long-continued dressing 
cannot be allowed when fever sets in. The later dressings must be changed 
oftener, as the secretions from the increasing granulation tissue will become 
greater in quantity and tend to irritate the skin adjacent to the wound. 

The fluids used in irrigation of the wound-tract should be corrosive sub- 
limate from 3 to 1 per cent., carbolic acid 1 to 2 per cent., and boric acid 4 
per cent. If these cannot be used or are unsatisfactory, a physiological solu- 
tion of chloride of sodium will answer. After this some iodoform may be 
lightly dusted over the wound. The mechanical effect of syringing is worthy 
of great consideration. When this, conducted through the mastoid wound 
and through the auditory canal, fails to bring away retained secretions, 
syringing through the Eustachian tube will often bring away thick masses of 
secretion. 

Kretschmann believes that, as a rule, no form of peg is required to keep 
the wound open. He prefers, with Stacke, the tampons for this purpose. He 
uses the peg or stopper only in those cases in which the after-treatment must 
be left to some extent to the patients. 

Forcible injections are open to the objection that they may send purulent 
matter further into the tissues instead of washing them out (von Bergmann). 
They also produce headache, vertigo, and fainting, or even worse accidents. 
Any obstruction in the wound-canal can be overcome by using a delicate 
probe. If this fails, then the granulations may be overcome by inserting 
into the canal a probe tipped with nitrate of silver. Immediately afterward 
the leaden pin must not be inserted, for fear of metallic precipitation. Better 
than cauterization is the use of a sharp spoon under cocaine. Forcible re- 
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introduction of the leaden pin should be avoided, as it causes not only pain 
and vertigo, but nearly always inflammatory reaction in the tract of the wound, 
with febrile symptoms. Gradually in the course of some weeks the wound- 
canal shows signs of permanency, and the skin tends to sink inward at its 
outer end and form a cicatrized cutaneous mouth. During this attention to 
the maintenance of a permanent caual through the mastoid, most careful 
attention must be paid to the condition of the tympanic cavity. The irriga- 
tion must take place through the antrum and from the external auditory 
canal. The wound-opening in the mastoid may be allowed to heal when the 
suppuration ceases. Schwartze claims that a cure is effected when the anti- 
septic gauze in the auditory canal and leaden peg in the mastoid opening are 
entirely odorless and dry when removed after twenty-four hours’ contact with 
the tract of the operation, and also when the fluid injected into the Eustachian 
tube comes out clear and free from particles of bone. The good effects of the 
operation will be destroyed by allowing the wound to close too soon. If 
no communication with the antrum had been established at first, the wound 
need not be kept open longer than two or three weeks. Even this may be 
followed by surprising cure in many cases of chronic suppuration. In any 
case a permanent fistula in the mastoid is no disadvantage. 


Bony GROWTHS IN THE MEATUS AUDITORIUS, AND THEIR REMOVAL. 
URBAN PritcHarD, of London, accepting the late Dr. Cassell’s (Glasgow) 


broad classification of bony growths in the auditory canal, hyperostoses and 
exostoses, proceeds to consider their growth under a further subdivision, and 
presents his own methods of removal (Archives of Otology, vol. xx., No. 1). 
Hyperostoses are not so dense as exostoses, and the removal of the former is 
not much harder than that of ordinary bone-tissue. 

Exostoses are divisible into: 

1. Multiple: uniformly smooth and rounded ; pale and glistening on the 
surface, even denser than ivory in consistence. Etiology of these growths, 
according to Pritchard, is largely gouty or rheumatic. It is admitted that 
frequent bathing acts as an exciting cause. They vary in size from that of 
a millet-seed to that of a split-pea. Their growth is slow. 

2. Multiple: irregular in shape; of a pale pinkish hue and dull appear- 
ance, with broad bases, and of great density. Their origin can be traced 
generally to the irritative action of a long-continued otorrhea; or even to 
the actual ossification of polypi. They grow slowly, but yet more rapidly than 
the first class, especially if the otorrhea remains unchecked. Hence they 
may be met completely occluding the meatus, “‘ a condition of obvious gravity.” 

8. “Single polypoid exostoses, consisting of a nucleus, so to speak, of 
ivory-like consistence, from the surface of which trabecule of cancellated 
bone project into a layer of fibrous tissue, the whole being attached to the 
outer edge of the osseous meatus by a pedicle.” These are probably due to 
ossification of a fibrous or fibro-cartilaginous tumor. They are rare, but tend 
to comparatively rapid growth. 

Exostoses of the first and second class are usually very tender to the touch 
of the probe, while the surface of those of the third class is not very soft and 
yielding, but almost insensitive. The first and second varieties may occur on 
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the walls of the middle ear, where they may produce irremediable deafness, 
if they attain much size. 

Treatment consists in operation. The question to decide is when surgical 
interference should be undertaken, and also how it can best be carried out. 

Hyperostoses should, asa rule, be removed at once. Exostoses of the first 
variety, as a rule, should be let alone unless they show a decided tendency to 
completely block the canal, when they should be operated upon. An excep- 
tion, respecting operation, may be made in favor of those cases in which one 
of the growths is much larger than the other, as there is a danger of more 
rapid closure of the canal. These may be removed early, especially if they 
are situated near the osseous meatus. 

In thesecond variety, asin the first, surgical interference is advisable under 
similar conditions. Another reason for early removal of these growths is the 
frequent presence of otorrhcea, which not only tends to promote rapid growth 
of the exostoses, but which may be impeded in its escape from the ear by 
the presence of these growths in the canal. It should be remembered also 
that the otorrhoea indicates the probable existence of carious bone behind the 
exostosis, when an operation may be considered almost imperative. Exos- 
toses of the third variety should be removed at once. 

Methods of removal. The chisel and hammer are considered as applicable 
to hyperostoses. Exostoses of the third variety, pedicellate bodies, may be 
removed by a dental elevator, or by a dental stump-forceps, 

The first and second varieties of exostoses may be removed by the modified 
dental drill or burr, worked by the electro-motors (Dalby), or by the dental 
engine. 

Instead of solid burrs, Pritchard has used lately a minute trephine, with- 
out central peg or tooth, averaging about five millimetres in diameter. The 
advantages of the trephine over the burr or drill seem to be: 

1. Asa rule only one sitting is necessary. 

2. There is much less trouble from the slipping or running of the instru- 
ment on the surface of the growth, as it gets a better hold in the bone, and 
even if it does slip there is less risk to the meatus, as the trephine, unlike the 
burr, is smooth on the outside. 

3. No delay is caused by the change of instruments; the same trephine 
will last throughout. 

4. There is less filing the growth and converting it into débris with the tre- 
phine than with a drill; therefore less need for removing and reapplying the 
instrument. 

5. For the same reason there is less blood, and therefore less obstruction to 
the view. 

The author’s operations have been performed upon the anesthetized patient, 
in order to save pain and keep the patient still. 


TENOTOMY OF THE TENSOR TyMPANI. 


Hyrtl and Von Troltsch suggested tenotomy of the tensor tympani, and 
Weber-Liel was the first to perform it. KEssEL has recently revived the opera- 
tion, and gives the following indications as guides (Archiv f. Ohrenheilkunde, 
Bd. xxxi.): 
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1. In paralysis of the stapedius muscle, with undisturbed function of the 
tensor tympani muscle. 

2. In tonic spasm of the tensor tympani muscle. 

3. In cases of perforation of the membrana tympani in the region of the 
pyramid of light; kidney- and heart-shaped perforations. 

4. In hypertrophic catarrhs. 

In the fourth condition the results are good if the stapes is still movable in 
the oval window. If the stapes is fixed in the oval window no good result can 
be obtained by the operation. 

Before the operation the auditory canal is disinfected, and anzsthesia is 
produced by a 30 per cent. solution of cocaine. 


SuGGESTIONS REGARDING INTRA-NASAL PRESSURE. 


In the paper by Dr. A. A. Buss, of Philadelphia ( University Medical 
Magazine, 1891), there are so many points of natural interest to the aurist 
that we note with pleasure some of the statements and suggestions contained 
in it. The condition producing intra-nasal pressure is that resulting from the 
contact, at one or more points, of surfaces which normally should be sepa- 
rated by an unobstructed space. The various symptoms may be suinmarized 
as follows: ‘‘ Excessive muco-purulent discharge from the post-nasal space 
into the pharynx; pain within the nose, with excessive serous or mucous 
discharge and sneezing; occlusion of the nares; supra-orbital pain, associ- 
ated not infrequently with pain at the vertex, occiput, and back of neck; a 
feeling of discomfort in the eyes, sometimes with lachrymation ; cough, often 
associated with hyperemia of the vocal cords, but frequently without this 
condition ; infra-orbital pain; pain in the ears due to middle-ear catarrh or 
tubal catarrh (Eustachian) ; pain in the ears without visible signs of inflam- 
mation ; hyperemia of the fauces; huskiness of the voice, with imperfect 
action of the adducting muscles; dysphagia; sensations as of foreign sub- 
stances in the throat; oppression over chest; palpitation of the heart; 
asthma.” 

The author recommends that “adenoids” from the post-nasal space be re- 
moved with the patient under ether, and the instruments considered the 
handiest by him are ‘‘fine curettes or the crocodile forceps, introduced 
through the nares, their action being assisted and regulated by the forefinger 
of the operator’s other hand, introduced into the post-nasal space through 
the mouth,” 


TRAUMATIC OCCLUSION OF THE EXTERNAL AUDITORY MEATUS. 


Dr. Matruias L. Foster describes a case of the above-named affection 
in which pressure maintained upon the newly formed diaphragm secured 
reduction of tissue and improved hearing (New York Medical Journal, 
1891). The patient, a boy of eleven years, was injured by a heavy box 
which fell upon him. Three months after this injury he was sent to the 
Manhattan Eye and Ear Hospital on account of closure of the meatus of the 
right ear. After some search a very small opening,was found in the superior 
posterior quadrant of the neoplastic diaphragm which led into a more 
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enlarged cavity. This opening was slightly dilated with a Weber lachrymal 
probe, and a piece of India-rubber drainage-tube was introduced into the 
opening and allowed to remain there a few days, after which it was found 
the opening had become large enough to admit the introduction of a larger 
tube, and in less than two weeks he could wear a tube of much larger size, 
and the hearing greatly improved—how much we are not informed. Absorp- 
tion of such neoplastic tissue in the auditory meatus is preferable in most 
cases to its excision, as shown in this case. For five months the rubber tube 
was worn. Finally, a silver tube was inserted, which, it is proposed, shall be 
worn for a year or two. 


OBSTETRICS. 


UNDER THE CHARGE OF 


EDWARD P. DAVIS, A.M., M.D., 


PROFESSOR OF OBSTETRICS AND DISEASES OF CHILDREN IN THE PHILADELPHIA POLYCLINIC; 
CLINICAL LECTURER ON OBSTETRICS IN THE JEFFERSON MEDICAL COLLEGE ; 
VISITING OBSTETRICIAN TO THE PHILADELPHIA HOSPITAL, ETC. 


APPENDICITIS OCCURRING DURING PREGNANCY. 


In the Boston Medical and Surgical Journal, 1891, No. 27, a case of preg- 
nancy complicated by appendicitis is reported by MIxTER. The patient was 
prematurely delivered at seven months with a dead fcetus, following an attack 
of abdominal pain and tenderness, with fever. These symptoms persisted 
after her delivery, and an ill-defined tumor could be seen extending from the 
ilium to the ribs. When the abdomen was opened, an inflammatory mass 
caused by appendicitis was found, and in the mass were found two hard fecal 
concretions. The appendix was discovered at the lower end of the kidney ; 
it was removed, and the abdominal cavity tamponed with iodoform gauze. 
Recovery ensued. 


THE USE OF THE BALLOON DILATOR OF TARNIER IN DELAYED LABOR. 


BoNNAIRE (Archives de Tocologie, 1891, No. 12) concludes the report of 
forty-eight cases in the Paris Maternity in which Tarnier’s dilator was used 
to accelerate labor. The principle of this instrument is similar to that of 
Barnes’s dilators. It is larger, however, than they, and is intended to be left, 
after it has been introduced and filled, within the uterus to be expelled with 
the child. The indications for the use of this instrument are delay in labor 
necessitating active dilatation, and the induction of labor. It is contra- 
indicated when a fibroid tumor is present, cancer, abnormal insertion of the 
placenta, albuminuria with symptoms of eclampsia, and cases where it is 
essential to preserve the bag of waters as long as possible. 
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REMOVAL OF THE SUPERIOR MAXILLARY BONE IN A PREGNANT 
PATIENT, 


Darsy, in the Virginia Medical Monthly, 1891, No. 10, describes the case of 
a colored woman suffering from an extensive osteo-sarcoma of the superior 
maxilla. It was declared that the patient had but recently recovered from 
her monthly sickness, and her condition of emaciation was such that it was 
imperative to operate at once, When upon the operating-table, it was dis- 
covered that she was pregnant, with a viable foetus; it was determined, how- 
ever, to proceed with the operation, and accordingly the superior maxilla and 
tumor, weighing more than two pounds, were removed. The patient made a 
good recovery without the interruption of pregnancy. 


THE TREATMENT OF ABORTION. 


KuPppPpENHEIM, of Heidelberg, describes the treatment of abortion as prac- 
tised in the clinic, in the Deutsche medicinische Wochenschrift, 1891, No. 58. 
Eighty-four cases are cited, in seven of which complications occurred. For 
methods of treatment, Kuppenheim first endeavors to empty the uterus by 
the finger, employing careful antiseptic precautions, He was generally suc- 
cessful in this procedure. Should this not be efficient, the curette should be 
employed, the sharp spoon being usually chosen. To check hemorrhage, 
injections of carbolized solution were made into the uterus, and the uterus 
was tamponed, when necessary, with iodoform gauze. 


THE OPERATIVE TREATMENT OF EcTOPIC GESTATION IN THE LATER 
MonrTHS OF PREGNANCY. 


FROMMEL reports three cases of ectopic gestation in the clinic at Erlangen 
(Miinchener medicinische Wochenschrift, 1892, No.1). In the three cases an 
effort was made to extirpate completely the fcetal sac; two of them recovered ; 
one perished from syncope soon after the operation. The writer’s conclusions 
on the subject are that operation should be invariably undertaken in advanced 
cases of ectopic gestation. He favors the total extirpation of the fetal sac 
through the median line of the abdomen. The plan of stitching the fetal 
sac to the edges of the abdominal incision is to be followed only when extir- 
pation is absolutely impossible. Nothing is gained by waiting for the opera- 
tion until the foetus has perished ; the obstetrician should remove the foetus 
as soon as its presence outside the uterus has been discovered. 


AMPUTATION OF THE UTERUS AFTER PUERPERAL PERITONITIS. 


In the American Journal of Obstetrics, January, 1892, LAPTHORN SMITH 
reports the case of a multipara who had retained placenta. It was decided 
to wait for some hours, hoping that the placenta would be expelled under 
the administration of ergot, as manual efforts at its delivery were not suc- 
cessful. A midwife who had been in attendance against the physician’s 
directions endeavored to remove the placenta, and secured a portion of it, 
badly lacerating the remainder. The attending physician removed a quan- 
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tity which the midwife had allowed to remain. Septic infection and fever 
supervened. It was decided that the uterus had become infected with sepsis, 
and hence amputation of the uterus’ was chosen. When laparotomy was 
performed, the peritoneum was found free from lymph or pus. The uterus 
and its appendages were congested, and the latter contained no pus. Hys- 
terectomy was accordingly decided upon and performed, the stump being 
brought outside the abdomen, the peritoneum stitched carefully around the 
stump. The abdomen was closed without drainage, after copious irrigation. 
Pain after the operation was relieved by turpentine stupes and salines. The 
wire of the Keberlé’s constrictor had to be tightened several times after 
the operation, as slight oozing was observed. The patient recovered. On 
examining the uterus removed, its interior was found of a dark-purple color 
and containing a semi-purulent liquid. ._The walls of the uterus were soft 
and friable, and contained remains of the placenta so firmly adherent that 
it was almost impossible to separate them. 


THE ACTION OF ERGOT AND ERGOTINE. 


WERTHEIMER and MAGNIN (Archives de Physiologie, 1892, No. 1) pub- 
lish the results of their investigations upon the action of ergot. They 
find by intra-venous injection of ergotine a notable fall in blood-pressure, 
preceded and followed by an increase. The simultaneous diminution in the 
size of the kidney indicates that the fall in pressure cannot be attributed to 
a vaso-dilatation of the abdominal organs. The direct examination of intra- 
ventricular pressure shows that it results from an enfeeblement of the cardiac 
contractions. Following hypodermatic injection, ergotine raises blood-pres- 
sure without a preceding depression. When injected into the blood, ergotine 
produces marked contractions of the stomach; in subcutaneous injection, its 
action upon this organ is still manifest, but less energetic. A preparation 
known as ergotinine, given by intra-venous injection, raises blood-pressure 
and slows the heart. In moderate doses, it has no effect upon the viscera. 


ABORTION FOLLOWED BY RETAINED PLACENTA WITH FIBROID 
DEGENERATION. 


MrLuar reports (Edinburgh Medical Journal, January, 1892), the case of 
a multipara who had been irregular in her menstruation for some time, 
and after several months of this irregularity, had a profuse discharge for 
several weeks, pale in color and slightly offensive. She was seized with 
abdominal pain, and expelled a fleshy-looking mass, which proved to be a 
placenta. It was found to consist of firm fibrous tissue ; the maternal surface 
was convex and rough, the fetal concave and smooth. No trace of the 
foetus or its appendages was observed, The placenta looked bleached at its 
apex, and at the base were signs of recent hemorrhage. It contained bands 
of fibrous tissue with small cysts and blood-clots undergoing degeneration. 
Separation had apparently begun at the internal os and extended to the 
fundus, and complete separation of the placenta had consumed, probably, 
four months’ time. Abortion had presumably occurred after eight weeks’ 
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pregnancy. The patient made an uninterrupted recovery without the occur- 
rence of septic infection. 


THE PREVENTION OF PUERPERAL DISEASE. 


HorMeErRr (Deutsche med. Wochenschrift, 1891, No. 49) discusses the ques- 
tion whether the teaching of obstetrics, as practised in maternity hospitals 
where students are allowed to examine the patients during labor, is pro- 
ductive of puerperal disease. He compares the morbidity rate in the Wiirz- 
burg clinic with the published statistics of other clinics, and concludes that 
instruction by examinations during labor is perfectly possible without injury 
to the health of the patient, provided preliminary disinfection is practised 
and all possible antiseptic precautions observed. He lays especial stress 
upon preliminary disinfection, and adds also that the thorough practice of 
disinfection of the birth-canal of the mother is not a source of danger, as has 
been claimed by many, but, on the contrary, results in a diminution in 
puerperal morbidity and mortality. 


THE MEDICO-LEGAL ASPECT OF RUPTURE OF THE UTERUS. 


j This question is discussed by Fritscu, in the Deutsche med. Wochenschrift, 
i 1891, No. 51. Reviewing our present knowledge on the subject, he finds a 

consensus of opinion in the main regarding the indications for operation, 

and lays down the view that where these indications are present, an un- 

favorable termination is not to be ascribed to any fault of the operator, but 
to the conditions which made the operation necessary. Every effort should 
be made which offers the slightest prospect of saving human life; the ques- 
tion as to whether the rupture is spontaneous, or the result of violence, is 
not the question to be brought before the court at all, The one point for 
decision is: Was the procedure attempted by the physician justifiable? If 
this can be proved, he is not to be held responsible for the consequences. 


GYNECOLOGY. 


UNDER THE CHARGE OF 
HENRY OC. COE, M.D., M.R.CS., 


OF NEW YORK. 


TETANUS AS A COMPLICATION OF OVARIOTOMY. 


Puiiuips (Lancet, January 16, 1892) has made a study of this subject 
ik based upon sixty-four cases occurring in the practice of surgeons in Great 
Britain and on the Continent, and presented his conclusions at a recent meet- 
ing of the Royal Medical and Chirurgical Society. He stated: 1. That during 
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ovariotomy there was some special element of nerve irritation, whether from 
the separation of adhesions or the ligation of the pedicle. 2. That there 
was nothing peculiar in the form of tetanus as compared with that following 
other surgical operations. 8. That although some cases of tetanus seemed 
to originate de novo, a septic origin could nearly always be found. 4. Inves- 
tigation of the theory that tetanus might be due to the presence of garden- 
mould showed that it was not well founded ; however, it was advisable not to 
operate either in a room freshly plastered or near a garden in which the earth 
was recently turned. 5, That as soon as the initial symptoms of tetanus 
were noted, local irritation should be carefully eliminated before a course of 
general treatment was adopted. 6. That the folding and re-ligating of a broad 
pedicle was inadvisable. 

In discussing the paper, DoRAN stated that he had observed only two cases 
of tetanus in nearly thirteen hundred abdominal sections; both patients 
were exposed to draughts during the operation, the weather being raw. Care- 
less nursing seemed to be responsible for not a few cases. 

HULKE was a believer in the bacterial origin of the affection, since a specific 
bacillus had been isolated, cultured, and produced tetanus when injected into 
animals. No treatment seemed to avail in acute cases. 

Lockxwoop called attention to the fact that the tetanus bacillus was con- 
stant in pus, and was destroyed by oxygen. It could be carried in dust, and 
earth was the common medium of infection. Rigid asepsis, especially the 
boiling of instruments for an hour, alone furnished positive immunity. 

MAcNAMARA referred to the fact that tetanus was formerly of common 
occurrence in India, under the same atmospheric conditions which favored 
the spread of cholera and malaria—the coexistence of an east wind with a 
sudden fall of temperature. Since the inauguration of aseptic surgery there 
had been a marked decrease in the number of cases. 

[It seems as if the writer had undervalued the influence of climate and 
atmospheric changes as factors in the production of tetanus after ovariotomy. 
This would appear to be the case considering the extreme infrequency of this ° 
complication in America. Some of our most prominent operators have never 
seen a case, and at the Woman’s Hospital none has occurred within the past 
ten years. This applies to the pre-aseptic as well as to the days of rigid 
asepsis. Moreover, in this country every surgeon performs laparotomy, and 
under every possible combination of circumstances, yet how rarely do we hear 
of a case of tetanus!—H. C. C.] 


VAGINAL HysTERECTOMY FOR CANCER. 


At recent meetings of the Surgical Society of Paris (Revue Médico-chirur- 
gicale des Mal. des Femmes, December, 1891) the following discussion took 
place: 

TERRIER reported thirty-four operations with an immediate mortality of 
nearly 25 per cent. One-third of the patients were living, two having sur- 
vived for three years, one for nearly five years, and one over six years. He 
believed that a recurrence was to be expected in two-thirds of all the cases. 

Rontrer had performed total vaginal extirpation only five times in cases 
of cancer of the cervix uteri, but in no instance had a patient survived six 
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months, although the cases had been carefully selected; when the disease 
was limited to the body of the uterus he had had better results, one patient 
being well after nearly five years had elapsed. His immediate mortality was 
nil, 

SEGoup reported thirty-three cases of total extirpation (eight cases of 
cancer of the corpus uteri), with a mortality of 21 per cent. Only one 
patient was free from recurrence at the end of three years. 

VERNEUIL reported the case of a patient upon whom he had performed 
high amputation of the cervix uteri for carcinoma (the diagnosis having been 
verified by the microscope) twenty-two years before. A recent examination 
had shown that she was entirely well. Another patient eight years after the 
same operation was free from recurrence. He still believed that it gave a 
better prospect of cure than total extirpation. 

Bovitty had performed total extirpation twenty-one times during the 
past three years, with an immediate mortality of 483 per cent. Five patients 
were free from recurrence after intervals varying from fifteen months toa 
year and a quarter. He had performed fifty hysterectomies in al!, with 
sixteen deaths; eighteen of the thirty survivors had a recurrence within 
from two to twelve months after the operation. Since an early recurrence 
occurred in every one of fifteen other cases in which amputation of the 
cervix was performed, he argued that unless the entire uterus be extirpated 
it was better to abstain from all operative interference. 

RICHELOT affirmed that vaginal hysterectomy was an easy and safe opera- 
tion, even when the uterus was fixed by adhesions. If the disease had 
extended to neighboring organs (!) it could still be readily removed piece- 
meal (par morcellement). He did not believe that the case cited by Verneuil, 
in which there was freedom from recurrence for twenty-two years, was one 
of cancer at all; it was simply hypertrophy of the cervix due to metritis. 
An important argument in favor of total extirpation was the fact that in a 
large proportion of cases of cancer of the cervix uteri, foci were found at the 
fundus (in nine specimens out of twenty-three recently examined). 

[It will strike the fair-minded reader that the statistics reported by the 
distinguished gentlemen above mentioned do not present the most con- 
vincing argument in favor of the radical operation, as compared with those 
of German surgeons. We are forced to conclude that the French operators 
have not used the same care in the selection of their cases, judging by 
their high mortality (20 to 30 per cent.) and early recurrence. The opinion 
that no operation but vaginal hysterectomy is of any avail in the treatment 
of cancer of the uterus is clearly an extreme one, not justified by the results 
of palliative treatment as reported by perfectly honest and reliable observers. 
—H. C. C.] 


MENSTRUAL CONGESTION OF THE DENTAL PULP. 


REGNIER (Revue Médico-chirurgicale des Mal. des Femmes, December, 1891) 
reports the case of a lady who had a cérious tooth plugged with platinum, 
the pulp being exposed while the cavity was bored out. Every month there- 
after, exactly at the time of menstruation, she had severe neuralgia in the 
affected tooth, lasting for forty-eight hours. The only satisfactory explana- 
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tion seemed to be that there was a periodical congestion of the pulp, causing 
it to swell and press againt the filling, thus producing neuralgic pain. 


ENpDoscopy IN DISEASES OF THE FEMALE URETHRA. 


EBERMANN (St. Petersburger med. Wochenschrift, 1891, No, 47) has devoted 
considerable study to this subject. He calls attention to the following points 
to be noted in examining the normal urethra with the endoscope: The mucous 
membrane is thrown into folds which radiate from the dark spot which repre- 
sents the centre of the endoscopic image to the periphery. The color of the 
urethral mucosa is a delicate pinkish-yellow. Littré’s glands cannot be seen 
unless they are swollen and inflamed. 

In acute gonorrheeal urethritis the endoscopic appearances are the same as 
in the male, 7. e., the mucosa ia dark-red, swollen, and the normal folds are 
obliterated; the membrane bleeds readily and is extremely tender to the 
touch. In chronic urethritis vascular granulations of a dark-red color are 
seen. Littré’s glands appear as prominent elevations, the normal folds of the 
mucous membrane being obliterated in their vicinity. Rarely strictures of 
the female urethra are found, usually of traumatic origin; they appear, when 
seen through the endoscope, as white cicatrices. 

Griinfeld has described fissures at the neck of the bladder, which are most 
clearly seen through a fenestrated instrument. They are best treated by direct 
applications of nitrate of silver (a drachm to the ounce), followed by the in- 
troduction of a gelatin pencil containing half a grain of muriate of cocaine. 
(Several successful cases cited.) Acute urethritis in the female is to be treated 
by rest, regulation of diet, sitz-baths and douches, the chronic form by appli- 
cations of nitrate of silver solution or pure tincture of iodine (!), followed by 
the introduction of iodoform pencils. 


CLOSURE OF VESICO-VAGINAL FISTULZ BY TRANSPLANTATION OF THE 
BLADDER-WALL. 


BARDENHEUER (Deutsche med. Wochenschrift, 1891, No. 50) reports two 
successful cases of this operation for difficult utero-vesical fistule, the tech- 
nique of which is as follows: With the patient in Trendelenburg’s posture, 
supra-pubic cystotomy is performed, and the peritoneum is dissected away 
from the anterior surface of the bladder as low as the fistula. The adhesions 
and cicatricial tissue in the vicinity of the bladder are now separated, the 
edges of the fistula are denuded, and while they are pressed together by a 
finger passed into the bladder through the supra-pubic wound, silver wire 
sutures are introduced from the vaginal side. The catheter is passed every 
three hours, and the artificial wound is left open and plugged with gauze. 
This method, the writer believes, will also be useful in closing large defects 
in the bladder left after the removal of tumors by epicystotomy, by intro- 
ducing the finger and sliding over flaps of healthy tissue into the wound 


while the sutures are passed. 


VARICOCELE IN THE FEMALE AS A CAUSE OF NEURASTHENIA. 


WIEDERHOLD (Deutsche med. Wochenschrift, 1891, No. 87) has noticed that 
neurasthenia frequently coexists with dilatation of the veins of the pampini- 


854 PROGRESS OF MEDICAL SCIENCE. 


form plexus, and suggests that instead of removing the ovaries in intractable 
cases of hysteria the veins should be ligated, as in varicocele in the male. 
The ovarian pain is best relieved by massage, electricity, and hydropathic 
treatment. 


CHANGES IN THE SIZE OF THE NORMAL UTERUS. 

LINDBLOM (Zeitschrift fiir Geb. und Gynékologie, Bd. xxii., Heft 1), from 
careful observations conducted during menstruation and in the intervening 
periods, has found that during massage the uterus changes its size and con- 
sistency, becoming alternately soft and compressible, and round and hard. 
The swelling begins at the fundus and extends to the cervix, the portio 
vaginalis remaining unchanged. The irritability persists from a few seconds 
to ten minutes. The uterus seems to become more sensitive alternately with 
the enlargement and contraction. He attributes the phenomenon rather to 
the erection of cavernous tissue than to muscular contraction. The irrita- 
bility diminishes at the beginning of menstruation, but increases at the 
end, the uterus becoming harder; this is, therefore, the best time to treat 
displacements of the organ. 


STERILITY IN THE MARRIED. 

SEELIGMANN (Berliner klin. Wochenschrift, 1891, No. 41) takes a more 
hopeful view of the subject than most writers. He speaks enthusiastically 
of the good effects of massage and electricity, especially in cases of chronic 
disease of the adnexa following parturition, with resulting sterility. Under 
the influence of massage he has seen the ovary reduced in size, and its func- 
tional activity restored, and the distorted tube straightened and rendered 
patent. 

In applying galvanism he always uses the negative intra-uterine electrode, 
since it has only a weak cauterizing action, and causes an alkaline reaction 
of the secretion, favorable to the prolonged activity of the spermatozoa. 

As regards sterility in the male, he states that the prevailing ideas with 
regard to the effect of epididymitis are too pessimistic, since there are many 
cases in which men thus affected have been fully capable of procreation. 
As a prophylactic measure in every case of gonorrheeal epididymitis, as soon 
as possible after the acute stage regular massage should be practised, with 
applications of ichthyol, and later permanent compression. 


THe Most FAVORABLE TIME FOR CONCEPTION. 

Boss (Riv. di Ost. e Gin., 1891, No. 10; Centralbl. fiir Gynékol., 1891, 
No. 52) reports fresh studies of this familiar subject. His observations were 
conducted with great care upon the newly-married, sailors’ wives (in whom 
the time of fruitful coitus was known), and in cases of artificial impregna- 
tions. Twenty-seven cases were analyzed, from which it was found that con- 
ception is most likely to occur just after the cessation of the menstrual flow. 
This is also the most favorable time for successful artificial impregnation. 
The writer has established the fact that spermatozoa deposited in the vaginal 
fornix remained active for seventeen days; hence fruitful coitus may occur 
before menstruation. 
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Tue ACTION OF THE CONSTANT CURRENT ON THE ENDOMETRIUM. 


PROCHOWNICK and SPAETH (Zeitschrift fiir Geb. u. Gyn., Band xxii., 
Heft 1), from experiments both on the cadaver and on the living subject 
(when hysterectomy was subsequently performed, so that the uterus could 
be examined), arrive at the following conclusions: The action of the intra- 
uterine electrode consists in a coagulation-necrosis, which is most marked at 
the anode, is strongest when a platinum electrode is used and weakest with a 
copper one, carbon occupying an intermediate position. After a course of 
galvanization it was found that the endometrium was entirely devoid of epi- 
thelium, and was transformed into a layer of cicatricial tissue. 


PADIATRICS. 


UNDER THE CHARGE OF 


LOUIS STARR, M.D., 


OF PHILADELPHIA ; 


ASSISTED BY 


TuHompson 8S. Westcott, M.D., 
OF PHILADELPHIA. 


A Happy APPLICATION OF INSUFFLATION. 


RENAULT (Le Progr?s Médical, 1891, No. 51, p. 475) records an instructive 
case occurring under his notice at the Maternité. A child about a month 
old had had a cough for three days, and at the end of that time was brought 
to the notice of the author. Well-marked broncho-pneumonia was found, 
with a temperature of 1013° F. Dyspncea continued to increase until the 
following day, when the nurse in the ward was called to find the child in a 
state of almost complete asphyxia. The skin was cold, the face cyanosed, 
the lips blue, and the respiratory movements very shallow and failing. 
Without hope of reviving it, but rather that the mother, who was present, 
should not think the child was permitted to die without an effort at relief, 
the nurse took up the insufflateur, which was in daily use in the wards for 
resuscitating asphyxiated newborn infants, and applied it to the mouth of the 
dying child. After an occasional interruption in the operation during a 
period of five minutes, the bluish color of the face and lips bagan to give way 
to a rosy tint. This unhoped-for success gave renewed encouragement to 
her efforts, and after a quarter-hour’s work the child had so far been resus- 
citated as to permit of more active treatment with a mustard bath, dry cups, 
and diffusible stimulants. Another attack of asphyxia was treated success- 
fully in the same way, after which the case went on to an uninterrupted 
recovery. 
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THE DIAGNOSIS OF ACUTE BRONCHO-PNEUMONIA FROM BRONCHITIS. 


L. Emmett Hott (Archives of Pediatrics, 1891, No. 12) believes that a very 
large number of cases formerly classed as acute bronchitis are really cases of 
broncho-pneumonia, and that this includes nearly the whole group of cases 
formerly described under the heading of “ capillary bronchitis.” In infants 
it seems almost impossible for an acute inflammation of the finer bronchi to 
occur without extension to the alveoli which surround them, unless death 
takes place at a very early stage. While in well-marked cases of either dis- 
ease the diagnosis is not difficult, there is a large number of intermediate 
cases where positive diagnosis is extremely difficult. The main points of 
differentiation may be grouped under three heads: the difference in temper- 
ature; the severity of the general symptoms; and the character of the physi- 
cal signs. Acute bronchitis commonly begins with a rise to 102° or 103°, 
usually after twenty-four hours falling to 100°, and remaining between this 
point and 101.5° for several days, gradually reaching normal. If a case 
begins with this initial temperature, and the fever rises on three or four suc- 
cessive days to 102.5° or 103°, it is almost certain that something more than 
bronchitis exists. If the fever is due to disease of the lungs, we may be 
reasonably sure of pneumonia. The existence of a lower temperature, how- 
ever, does not preclude pneumonia, so that, after all, the severity of the gen- 
eral symptoms must have the greatest weight. The physical signs of con- 
solidation, dulness, bronchial breathing, etc., are conclusive evidences of 
pneumonia, when the symptoms are doubtful; but here, again, the absence 
of such signs does not exclude pneumonia, even though they are never 
obtained throughout the attack. The auscultatory signs to be considered are 
pleuritic friction sounds, the character and localization of the rales, and the 
nature of the respiratory murmur. Pleuritic sounds may be looked for in 
broncho-pneumonia whenever there are large areas of consolidation; but, 
according to the author’s experience, almost never under other conditions. 
The character of the rales is of little help, for the reason that in broncho- 
pneumonia it is the bronchitis and not the pneumonia that produces most of 
the abnormal sounds. The localization of the rales is of more value. Uni- 
lateral bronchitis that is only bronchitis is of very doubtful existence. The 
signs of localized bronchitis of the finer tubes give a sufficient reason for 
diagnosticating pneumonia in doubtful cases— provided, generally, that 
tuberculosis may be excluded. There are cases of disseminated broncho- 
pneumonia which give rise to generalized subcrepitant rales over the whole 
chest. These are the cases which the author believes have been described 
by many of the older writers under the term “ capillary bronchitis.” 


LAVAGE OF THE STOMACH IN THE DIARRH@AS OF INFANCY. 


FLoRAND (La Médecine Moderne, 1891, No. 53, p. 898) reports five instruc- 
tive cases of infantile diarrhcea treated by lavage of the stomach according 
to Hutinel’s method. From the uniform success of the treatment in his 
hands, the author believes that every child suffering from diarrhoea, whether 
still nursing or during or after weaning, and whether the diarrhwa be or 
be not accompanied by vomiting, should be submitted to lavage of the 
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stomach, followed by calomel and a diet of albumin water and “ grog.” 
The operation is practised with great ease. After inserting a cork between 
the jaws, the operator introduces into the stomach a red caoutchouc urethral 
catheter, of appropriate calibre, the outer extremity of which embraces a funnel, 
the whole tube being made long enough to permit of a siphon action. When 
the tube is in position one or two glasses of boiled water or Vichy water are 
slowly poured into the stomach, and again removed by siphoning. If the 
water which returns is foul, the washing should be repeated two or three 
times, and immediately afterward a small dose of calomel (one-seventh to 
three-fifths of a grain) should be given, followed by a second dose, and often 
a third, at hour intervals. A single lavage is often sufficient, but two or three 
may be required. Albuminous water and “grog” are then given in tea- 
spoonful doses at short intervals, 

Most frequently the first results are immediate. -The child goes to sleep, 
the temperature falls, and the vomiting ceases completely ; while the evacua- 
tions lose their odor and regain a normal condition. The water diet is sur- 
prisingly well borne, and will support the strength for several days, if 
necessary, without the addition of any other alimentation. Feeding must 
be recommenced with extreme caution, and at the beginning should consist 
of ass’s milk, clear bouillon, or sterilized milk, in very small quantities. If, 
after returning to feeding, some green diarrhea still persists, a little lactic 
acid or four or five drops of hydrochloric acid may be used with advantage. 

The author believes that the day of potions of bismuth and elixir of pare- 
goric is past, and that lavage of the stomach is the ideal treatment. 


PEPTONURIA IN MEASLES. 


Contrary to the researches of Von Jaksch, Pacanowski has found pepton- 
uria in almost all the infectious diseases (typhoid fever, intermittent fever, 
variola, scarlatina, erysipelas), Measles alone seemed to be an exception: 
in none of the cases studied by Pacanowski was a peptonuria recognized. 
Some further light on the subject is given by the more recent observations of 
K6trnitz (Centralblatt f. medicinische Wissenschaft, 1891, No. 18, p. 518), 
who, during an epidemic of measles, had an opportunity of examining the 
urine of a large number of cases, and found peptone in almost all, sometimes 
in notable quantity. On the contrary, the peptonuria remarked by Loeb in 
measles was not found in a single instance. The occurrence of peptonuria 
in infectious diseases is explained by the destruction and reabsorption of 
albuminoid principles; and in certain of these diseases it is necessary also 
to count upon the absorption of toxalbumins, The contradictory findings of 
observers who have investigated this subject are explained by the author as 
due to the difficulty of analyzing the urine. In all cases he thinks it neces- 
sary to obtain in the last place the reaction of biuret. 

In reply to this, LOEB (Centralblatt f. medicinische Wissenschaft, 1891, No. 
31, p. 577) maintains the frequence of propeptone in the urine in measles, and 
states that the search for this substance requires precautions which K6tt- 
nitz had probably not taken. In the first place, propeptonuria is noted only 
during or immediately after defervescence, or sometimes at the end of twelve 
or twenty-four hours after this. It is, therefore, important to examine the 
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urine at least twice daily. Again, when nitric acid is added drop by drop, 
it is necessary to wait for several minutes for the formation of a precipitate. 
The urine should be filtered and warmed. The reaction with acetic acid 
and cyanide of potassium gives very uncertain results. Finally, propeptone 
is not a simple body, but is made up of four albuminoid substances of different 
reactions; and it is, therefore, not astonishing that the reaction is not pro- 
duced in some cases. 


THE INCUBATION OF .VARICELLA. 


TALAMON (La Médecine Moderne, 1891, No. 32) has observed two cases 
which have given an opportunity of establishing beyond dispute the incuba- 
tive period of this disease. The patients were a girl and a boy, and the 
interval between the day of contagion and the appearance of the first symp- 
toms was in each case thirteen days. This agrees with the figures given by 
Gerhardt—thirteen to fourteen days. 


A. CASE OF ENDOCARDITIS FOLLOWING THE RITUAL OF CIRCUMCISION. 


The number of cases of acquired heart disease in nursing-infants in pro- 
portion to those of congenital origin is exceedingly small. In 45 cases of 
the acquired disease, Von Dusch found but 5 in infants under one year; 
among 95 cases observed by Steffan, 5 were in the first year; and in 53 
reported by Hochsinger, only 1 such was noted. The following case, recorded 
by ADALBERT OCZERNY (Prager medicinische Wochenschrift, 1891, No. 39, p. 
447), is, therefore, interesting from its rarity as well as for its occurring under 
unusual conditions. A boy-child, born November 6th, was brought to 
Epstein’s clinic on November 19th. The mother was a primipara, twenty- 
one years old, who, excepting a broad, cleanly granulating episiotomy 
wound, was found to be in perfect health. The child was well developed 
and well nourished, weighing 3620 grammes. The heart-sounds were nor- 
mal, and there were no symptoms of congenital heart defect. On November 
20th the boy was circumcised by a layman, and the wound healed kindly 
under a dressing of acetate of aluminium, and subsequently iodoform; so 
that, by December 10th, it appeared completely cicatrized. Until December 
5th the child had grown satisfactorily, reaching at that date a weight of 4200 
grammes, and having a temperature varying between 983° and 993°. On 
the evening of December 5th the temperature rose to 1022°, and the child 
was very restless and disturbed. In the fifth intercostal space, leit para- 
sternal line, two distinct loud blowing murmurs were heard, which, taken in 
conjunction with the high fever and disturbed heart action, and the absence 
of signs of disease in other organs, made evident an acute endocardial inflam- 
mation. The area of heart dulness was not increased. For three days the 
fever was maintained, and by this time the diastolic murmur had completely 
disappeared, while the systolic had increased in intensity. Besides this, 
percussion made evident a rapid dilatation of the heart, so that on December 
28d the area of absolute dulness was included between the left parasternal 
line, the second intercostal space, and an oblique line running from a point 
one centimetre outside the left nipple to the sternal third of the clavicle. 
This dilatation, as well as the systolic murmur, persisted as long as the child 
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remained under observation (until March 3d). The author regards the case 
as one of septic endocarditis arising from the circumcision wound, which, 
from its situation, was especially liable to septic infection. He adds this 
case to those already reported by Lehmann, Elsenberg, Konelsky, Hofmokl 
and Bergmann, Strelitz, Wermel, and others, in which infection with tuber- 
culosis, Winckel’s disease, or tetanus followed the ritual of circumcision. 


A CASE OF PAROXYSMAL H#MOGLOBINURIA OF PROBABLE SYPHILITIC 
ORIGIN. 


FLEensBurG (Nordiskt medicinskt Arkiv, 1891, Band xxiii., Heft 6) relates 
an interesting case of this kind occurring in a boy of eight years, who at 
birth had shown evidence of inherited syphilis. The father dated the uri- 
nary disturbance from an attack of acute pneumonia, with relapse, at the age 
of three years. The child was anemic, but of good intelligence, and showed 
no traces of syphilis. The conjunctive were slightly jaundiced, the spleen 
somewhat enlarged, and there was a slight murmur with the first sound of 
the heart. On his entrance into the hospital, the examination of the blood 
gave a count of 3,200,000 red corpuscles, with a normal proportion of white, 
and showed no alterations in contour, either in the quiescent state or during 
the crises. Fleischl’s instrument indicated 70 per cent. of hemoglobin. The 
urine was sometimes albuminous, even in the intervals, but was otherwise 
normal, and no casts were found. The temperature was frequently a little 
elevated, especially toward evening. The paroxysms were habitually ushered 
in by shiverings, yawning, rise of temperature, and the passage of sanguino- 
lent urine, containing no free corpuscles. Sometimes there were crises 
during which the urine was simply albuminous, without hemoglobin; but 
the sanguinolent urine was almost always preceded and followed by urine 
exclusively albuminous. The liver and spleen were not enlarged after crises ; 
the eye-grounds were normal, even during the attack ; and no contraction 
of the pupils was noted. The blood separated by the hematokrit showed no 
dissolved hemoglobin. Double staining of the blood with eosin and methyl- 
ene-blue, after the method of Gabritschewsky, was also tried during the 
crises, but gave no unusual coloring of the corpuscles. An interesting fact 
was the possibility of provoking a paroxysm by chilling the hand for a few 
minutes after the arm had been surrounded for fifteen minutes with an elastic 
ligature. 

Treatment by mercurial inunctions proved most successful, the red cor- 
puscles having increased one million in the cubic millimetre, and the pro- 
portion of hemoglobin rising from 70 to 105 per cent. The child was 
discharged temporarily cured, but some time afterward suffered again from 
these crises, though much less severely than at first. . 


A MIxEep INFECTION BY THE STREPTOCOCCUS AND THE BACILLUS COLI 
COMMUNE. 


SEVESTRE (Revue Mensuelle des Maladies de l Enfance, January, 1892) records 
an interesting case of this character observed in a child of nine years. The 
onset was suddenly ushered in with headache, nausea, abundant epistaxis, 
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and marked prostration; there was moderate fever, albuminuria, an erup- 
tion of herpetic type upon the lips, and vomiting. On the fourth day there 
was temporary improvement, with fall of temperature, but this was soon suc- 
ceeded by stiffness of the neck and a rise of temperature to 103°, and finally 
104°, with the development of multiple purulent arthritis and disseminated 
pustules on the thighs. On the sixth day, without previous alteration in intel- 
ligence, the child fell into a tranquil delirium, and suddenly died. Various 
diagnoses had been entertained from one day to another—meningitis, typhoid 
fever, influenza, and scarlatina. The most rational interpretation seemed to 
be that it was an infectious state whose precise nature and origin could not 
then be determined. This was the more reasonably held to be the case when 
a small subungual panaris was discovered on one of the fingers, and was 
recognized to be the point of origin of the infection. 

The autopsy showed the existence of meningitis, limited almost completely 
to the cerebellum, and the affected joints contained pus. The bacteriological 
examination and the cultures demonstrated the existence of the streptococcus 
in the panaris and in the herpetic vesicles. In the pus taken from the knee- 
joint during life, no microédrganisms were found, and cultures were negative ; 
but immediately after death, pus withdrawn from both knee-joints and that 
taken later from the meninges contained the bacillus coli commune. 

In view of the interpretation of the researches of Bouchard and his disci- 
ples concerning the soluble products elaborated by microbic energies, some 
of which are vaccinant, others toxic, and others, finally, predisposant, the 
author regards the panaris, in this case, as the initial lesion, which had deter- 
mined an infection whose positive manifestation could be found in the her- 
petic vesicles with their serum charged with streptococci. In presence of 
soluble products derived from this microbe, he further believes, the bacillus 
coli commune had become a truly pathogenic organism. 
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